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Editorial 





GY ROSCOPISM 


We should be grateful to the Top Newspaper when it provided 
us recently with an intriguing analogy by referring to the “ almost 
gyroscopic calm” of one of our leading citizens. 

Many people admire this human gyroscopism and on the whole 
it tends to attract the highest rewards in our society. On first 
principles it should be a sign of healthiness, but we should be 
cautious in drawing conclusions as to whether this quality is 
inherited or acquired. From the point of view of society, is it 
better to train and condition people to achieve gyroscopism, or 
is it better to create conditions in which this quality emerges ? 
Stability achieved at the expense of other people’s stability must 
be very common, and at the same time is often fragile itself, in 
that its possessor may have deprived himself of many human 
relationships which are normally essential to wellbeing. 

So far opportunities for research in this field have been absent, 
but great possibilities are now opened up by the work being under- 
taken by Dr. Beric Wright', Head of the Medical Research 
Department of the Institute of Directors. This work deserves 
the close attention of health educators. Over a period of two 
years a most searching and detailed survey of the mode of life of 
business executives will be undertaken. When the final results 
have been obtained, Dr. Wright says that he may “stump the 
country ” advising these people how they should live. 

But Dr. Wright has already made an important contribution 
to health education for this particular group?. Amongst the 
many wise observations which he makes, there is one which 
constitutes a meeting point with the views of other people 
experienced in the health of this particular group of the population. 
In the chapter Plan for Better Living, he says “the man whose 
sole focus is in the office is out of balance and can never relax.” 
Outside interests are necessary, and others have drawn attention 
to the damaging results to family life whih follow excessive 
demands of business on leisure time. Mr. John Marsh* has 


\The Times, 5th September, 1958 


2Health Problems for Directors 
3Industrial Welfare, July—August, 1958, p. 89. 
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reminded us that executives have wives and that so far no studies 
have been made of the effect of their husbands’ work upon their 
lives. Those who are their medical advisers, however, will be 
very familiar with symptoms which can be closely identified with 
marital deprivation of various kinds, whether due to impotence 
or lack of recognition of emotional needs. 

Dr. O’Dwyer*, in a special study of the health of travelling 
executives, shows that the recurrent absences of the father from 
the home may mean that even birthdays and festivals like 
Christmas and Easter are not celebrated. Moreover, there may 
be an understandable resentment which makes the traveller’s 
tales uninteresting, and the exhilaration experienced by the father 
is not shared by his family. 

Dr. Wright subscribes to the principles of gyroscopism in that 
he advises how to live a balanced life, and he says “ the balanced 
man will give more, enjoy more, and be a better and more useful 
person—he can’t help it.” The last three words of this sentence 
show that he agrees with the other authors that this is a quality 
maintained by feeding rather than by deliberate promotion. From 
the point of view of the health of the family and community we 
must also accept that this quality is of limited value if it is achieved 
at the expense of others. 

At present this problem affects only a portion of the community, 
but there is a fallacy here in so far as the business executive is 
looked upon as an individual, whereas he represents a group 
comprising his immediate family and their friends in the community 
in which he lives. We find also that one trade union has expressed 
concern about the effects of excessive overtime working and has 
drawn attention to the damaging effect on family life. It may 
therefore be a bigger problem than at first appears, and this trend 
is likely to continue unless it is limited by education. 

This is a classical health education problem because the 
behaviour pattern involved is definitely linked to personal and 
group goals and attitudes. We shall watch the progress of 
Dr. Wright’s work with great interest, and in the meantime we 
may ask ourselves what health educators can do about it. There 
is one thing which we may do, and that is to draw attention to the 
increasing number of advertisements of the kind which read 
“This morning he was at his desk—they said to him * You will 
fly to-night.’ ” 


4The Health of the Travelling Business Executive. Occupational Health 
Section, Royal Society of Health Congress, April, 1956. 
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THE FAMILY DOCTOR 
AND HEALTH EDUCATION* 





By GUY DAYNES, M.R.C.S., L.R.C.P., D.C.H. 





BRITAIN’s National Health Service is sometimes referred to by 
its critics as the National ///-Health Service. If this nickname is 
to be falsified, many more family doctors must become health 
educators and disease preventers as well as illness healers and 
certificate signers. Although family doctors have some important 
advantages as health educators, their disadvantages must not be 
overlooked. The purpose of this paper is to consider both, and 
the place of the family doctor in the health team ; and to discuss 
the subjects which are suitable and necessary for him to teach. 


Advantages of family doctors as health educators. 

They know the patients to whom they are talking, they know 
their families, their houses, their ways and mode of life. They are 
in a position of trust, and therefore what they say stands a better 
chance of being believed. They are a basic part of the community 
in which they work, and understand its culture. They naturally 
think of the patient as a whole, whereas many specialists have 
difficulty in doing this. 

They are accustomed to being wrong ! The family doctor usually 
has to take most of the blame if the patient fails to get well, but 
his patients are sympathetic to his difficulties ; though they seldom 
show the same tolerance to the specialist, who is expected to be 
right all the time. Health is not yet an exact science, and views 
change. Indeed, we may find ourselves teaching one thing one day 
and then having to alter it the next. Such a switch of story stands 
a chance of acceptance if it comes from the family doctor, but 
patients won't like it coming direct from specialists. 

In the National Health Service, general practitioners stand to 


*Based on an address to the C.C.H.E., Summer School, Chichester, 
August, 1958. 
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gain by preventing illness. They will have less work for the same 
money, and their patients will be better pleased with them and 
recommend them to others. This is like the alleged Chinese 
method of paying their doctors only when they are well. 

The family doctor can teach by example. After he has examined 
a patient, he washes his hands—they see the way he does it and 
later follow his example. It he is talking about immunisation, he 
can say what he has done for his own children. Should a parent 
express doubts about some immunisation procedure, he can say 
that he has immunised all his own children in this way. This 
engenders confidence: his patients know his family and they 
think, “* Well, we know he is fond of those children of his, so he 
must be right’. So they have their children immunised. 

Of course, these advantages apply also to the good public health 
doctor, doing the same clinic over a number of years, and working 
closely with the health visitors ; and they apply to some hospital 
doctors working closely with the almoners. 


Disadvantages of family doctors as health educators. 

The family doctor can only educate individuals or families at 
any one time. He is not used to instructing larger audiences. 

The family doctor often lacks specialised knowledge. For 
instance, he seldom knows much about posture problems or 
dietetics. As for psychiatry, he learns to have a sort of sixth sense, 
but his teaching in psychiatry may have been woefully inadequate 
and more applicable tg the mental hospital than to general practice. 

The family doctor’s own medical education has all too often 
been confined to ill health, with barely a mention of health, so that 
the teaching of health then becomes a little difficult to say the least 
of it. 

Family doctors often have bad health habits themselves. Long 
hours of work without adequate rest are commonplace, as are 
irregular and rushed meals. (I personally have learned the error 
of my ways regarding too little rest, and I now have a sleep for an 
hour after lunch, working an extra hour in the evening. I can look 
forward to the afternoon with as much pleasure as the morning, 
and go on working until nine or ten at night without batting an 
eyelid.) 


The family doctor’s place in the health team. 

Notwithstanding the disadvantages of the family doctor as a 
health educator, he must be accepted as an essential cog in the 
wheel. If he is ignorant of what is going on, then it is up to the 


‘200 








other health educators to teach him. If he is allowed to remain 
ignorant, he may undo all the good that is being done by others, 
particularly the health visitor and the clinic medical officer, because 
he will be believed rather than these. (I know this only too well, 
serving as | do both as a family doctor and a clinic doctor. When 
acting as a clinic medical officer well away from my practice area, 
I quite often find that I am not believed because the family doctor 
’ said something different.) Therefore, any would-be health educator 
should either atune his or her teaching to the views of the local 
family doctors, however irksome that may be, or convert the family 
doctors. Co-operation is essential, just as between clinic medical 
officers and health visitors. 

Happily, family doctors are becoming more aware of the need 
for health education, and co-operation presents fewer difficulties 
than it did a few years ago. Already, they are beginning to pay 
as much attention to medical articles in Reader’s Digest and Family 
Doctor as they do to the B.M.J. and The Lancet. 


Subjects for health education. 

These subjects have been chosen because of their interest to the 
family doctor practising in England rather than for their relative 
importance over others, perhaps with higher claim to priority. 
They would seem to be subjects suitable for the sort of teaching 
that a family doctor can give. The reader may smile when finding 
that ill-health heads this list, but nevertheless the importance of 
this item will be appreciated. 


When should a patient call a family doctor promptly? This list 
should be known by everybody ; while doctors may have somewhat 
differing views on its constitution, most will agree to the inclusion © 
of the following :— 

Any alarming haemorrhage 

Acute abdominal pain 

Acute chest pain 

Acute earache 

Inability to pass urine 

Inability to move a limb 

Inability to breathe adequately, including severe choking 
Imminent confinement 

Sudden lapse of consciousness 

Sudden blindness 

Sudden cyanosis 

















Sudden swellings involving head and neck 
Suspected poisoning 
Suspected broken bones. 

Inducing immunity. Nowadays parents are invited to have their 
children immunised against smallpox, whooping cough, diphtheria, 
tetanus, polio, typhoid and tuberculosis, and they often turn to 
their family doctor to advise which should be done. If they are 
to make up their own minds, they must have a little understanding 
of immunity. The question often uppermost in their minds is : 
“* Why is it necessary to immunise a young baby?” They say, 
“He won't get these horrible diseases yet, so why not wait until 
he is stronger and tougher ?”’ It may be helpful to them to explain 
that babies up to about nine months old have a very similar immunity 
to their mothers, in a lot of diseases. (There is one major exception, 
whooping cough.) If the mother has had many of the diseases for 
which we immunise, then the baby will have quite a bit of immunity 
to tide him over the first nine months of his life ; this may be 
called “* borrowed immunity ” because eventually it runs out. If 
lasting immunity can be induced during the first year, while the 
baby has got temporary protection, surely this is worth doing. 
Furthermore, early immunisation helps to avoid severe reaction in 
some cases ; particularly is this true with smallpox vaccination, 
which should therefore always be done in the first nine or ten 
months. Provided the mother has herself been vaccinated in the 
past, the risks of a severe reaction occurring are not greater than 
those of secondary vaccination, in other words, negligible. 
Knowledge of the risks of reaction is most important in persuading 
mothers to allow their babies to be vaccinated or immunised, and 
the health educator must know all about them. 

We know that the chances of reaction in most immunising 
procedures are extraordinarily small, but there is a very much larger 
number of reactions recorded than in fact are due to the immunis- 
ation. This may be caused by immunising babies when they have 
a cold or any other infection ; any baby with the slightest sign of 
a sniffle or a sore throat should be rejected for immunisation until 
it is better. 

If the immunisations are left until the children are older, there is 
the additional problem of fear of the needle. Mothers are always 
frightened of the needle, but this is not quite the same thing. 
Children can get a very real fear of the needle, and that constitutes 
a problem to the family doctor, who does not want the children to 
feel that he is an ogre. (I know one family in which the husband 
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and wife are both doctors, and the wife does all the doctoring of 
the children unless it means an injection. Then the husband comes 
in. He, of course, is looked upon as a villain, but her visits are 
regarded with pleasure. I get over it by having two bags : a black 
one which contains all the things, such as syringes and needles, 
which hurt, and a brown one for my examination instruments. 
The older children soon know the difference and when they see the 
black bag com‘ng they tend to hide, but with the brown bag they 
are quite confident). 

Rubella can cause deafness, blindness and possibly congenital 
heart disease in some babies, when their mothers have had the 
disease in the first four months of pregnancy. This knowledge 
should spur people on to see that their daughters catch rubella 
early, and the Victorian idea of the measles parties may well return 
as rubella parties. I always find that I am up against it with 
headmistresses of girls’ schools. There is virtually no risk for a 
girl to have rubella, provided she does not get another infection on 
top of it. Surely we should ensure that our daughters get rubella 
as soon as possible, notwithstanding opposition from schools. 

Posture and the spine. The evidence of the camera shows that 
something like 80 per cent. of the population stand badly, and 
tailors will confirm this figure. Tailors’ measurements show that 
there are frequent differences in the shoulders, in arm length, and 
in leg length. The reason for this is not far to seek. Man develops 
as a right-sided and a left-sided person. In babies, one can often 
see an astonishing disparity between the two sides of the face, and 
sometimes this is so marked that there is an apparent torticollis 
because gravity pulls the head over to one or other side. The baby 
has not sufficient muscle power to resist it, or lacks sufficiently 
developed postural sense. Thus an apparent torticollis may occur 
for no other reason than that the affected side is heavier than the 
other. This can easily be put right by explaining to the mother 
that the baby should be laid on the opposite side. 

The spine has its deformities as a result of this inequality, and 
where there is an inequality, the spine seems to take up the slack 
and even things out. It is rather doubtful whether excessive 
exercises or other treatment to the spine will really help unless 
it is started in the ’teens. (I have seen a number of adult cases in 
which exercises prescribed by a specialist have caused symptoms 
where none existed before. I think that there is much more to be 
known about posture and its effects on health). 

Walking and the feet. Bow legs and knock knees are still 
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commonly seen on the beaches ; so surely we must go on looking 
out for the true bow legs and the true knock knees in young 
children. Timely action by wedging or nocturnal splinting can 
prevent these disabilities. 

The campaign for properly fitting shoes must go on. Family 
doctors continually come up against this in the matter of corns and 
their prevention. People’s feet are all too commonly ridden with 
corns, and they are not easy to prevent within the confines of 
fashionable shoes. The fallen metatarsal arch is probably the most 
common cause, and strapping with a metatarsal bar or pad, or 
strapping, or combination, will very often stop the corns coming, 
and restore comfort. People who pay attention to shoes do not 
always pay the same attention to socks. The shrunk sock can 
cause overcrowding of the young child’s toes just as easily as the 
tight shoe. 

Family doctors oughi to encourage patients to wash their feet, 
for many are not washed sufficiently, and trouble in the form of 
sores or blisters can result. On the other hand, people should not 
be encouraged to over-wash the body. It is not unconimon to 
meet people who bath as often as twice a day. If they have a dry 
scaly skin they will definitely aggravate it ; if they have eczema, 
or a skin which tends to chap easily, they will make the condition 
worse. Washing therapy is not a panacea for all skin diseases, as 
so many laymen think. Soap can easily irritate a skin as well as 
cleanse it. 

Accidents in the home might be described as the disease of this 
age. Certainly among children they are one of the commonest 
causes of death at the present time, and something must be done 
about it. Every doctor or health worker entering a home should 
be on the look-out for the accident blackspot, draw attention to it 
at every visit, and go on nagging until it is removed. The hole in 
the carpet, the mat that slides, or the unguarded fire are examples. 

Of course, these problems may involve changing habits—** my 
habits ’’, as the patient would say. To change “ my habits” is a 
difficult thing, though it is easy enough to change someone else’s ! 

Excessive and tight clothing. Babies may often be seen tightly 
wrapped up in warm weather. They cry, they tend to get mild 
seborrhoeic dermatitis, and they certainly seem unhappy. Contrary 
to popular belief, parents should err on the side of keeping a baby 
too cool rather than too hot. They can quickly get themselves 
warm—a few minutes’ howl will be quite enough to do it—but 
they cannot by any means cool themselves : it must be done for 
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them. So let us urge mothers to keep their babies cool, yet not cold. 

Cold bedrooms can cause catastrophes ! In England and Wales 
perhaps a hundred babies a year die as a result of being cold and 
of nothing else, such deaths only occurring at the coldest times of 
the year. Parents and others do not realise that these babies are 
cold, because they look hot. They are bright pink in colour and 
look well to the inexperienced, but they are cold to feel. The very 
young babies, under six weeks of age, are the ones that die. Older 
babies are more commonly affected, but the condition is less le.hal, 
though it certainly holds them back and prevents them thriving. 
So in cold weather we should look out for these pink, cold babies, 
and advise more heat in the bedrooms, and perhaps more clothes. 

The other evil of the cold bedroom is the aggravation of respiratory 
diseases, particularly the common cold. Commonly people with 
nose cr throat infections will be quite good about keeping indoors 
in the warm during the day, but at night they go into their bedrooms, 
throw open the windows to let in a draught of icy air, and wonder 
why they are worse in the morning. Cold has a very adverse effect 
on chronic bronchitics, and other sufferers from chest illnesses. 
The improvement that results from sleeping in a warm, yet ventilated, 
room during cold weather is frequently dramatic. (A medical 
friend of mine who has a National Health Service general practice 
in North London, advised her cases of chronic bronchitis to sleep 
warm last winter. That simple piece of advice reduced by more 
than a half the number of visits that were necessary to these 
patients, as compared with the previous winter.) 

Diet. Knowledge has increased very considerably over the years, 
and much of this knowledge should be passed on to the public. 
First and foremost the dangers of obesity should be stressed, and 
the ways of avoiding these by eating the right food in the right 
quantities should be known. Obesity is as real an illness as heart 
failure, and certainly leads to an earlier death than in normal 
subjects. The insurance companies are absolutely emphatic in 
all their figures on this point. Then there are certain specific 
conditions, such as pre-eclamptic toxaemia, where diet can play a 
very big part in prevention. Recent research seems to show that in 
many instances depression may be avoided by taking suitable 
dietetic measures. 

Cancer phobia. This, again, is a very real illness and one that we 
can and should prevent. It is important to stress that cancer is 
not an illness in itself, but is exactly like inflammation in that it is 
a disease process, something that occurs as a result of a disease. 
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Inflammation can be caused by many different things—bacteria, 
viruses, allergy. The cancer reaction has many different causes, 
and the public should be instructed that cancer is not one disease, 
but a lot of different diseases. If a person gets one form, he is not 
automaticaliy going to die as someone else did who had its lethal 
form. There are many diseases of the cancer form which we can put 
right or prevent : tarworker’s cancer, rodent ulcer, carcinoma of 
the prostate, and so on. Many cancers carry a good prognosis 
when treated early, whereas others unfortunately have a much 
poorer outlook. Emphasis must therefore be laid on the fact that 
cancer is not just one illness, but many different illnesses with a 
somewhat similar reaction in the body. 

Addictions old and new. No one will deny that there are some 
things in this life to which many people become addicted. But 
there are few who would argue seriously that because this happens 
the use of these things should be made illegal. Narcotic drugs, 
alcohol and tobacco are not the only addict formers. Two modern 
diseases of addiction are continuous television-viewing and 
gambling. The former affects children as well as adults, and leads 
to signs and symptoms of chronic fatigue and the limiting of powers 
for independent thought. Gambling is much more serious : it is 
perhaps the most far-reaching disease of addiction of our time, 
and it can lead to desperate unhappiness. Alcoholism and tobacco 
addiction commonly go hand-in-hand with it. Once gambling 
addiction has been diagnosed, then the only cure is complete 
abstention, as with the other diseases of addiction. The gambler 
must be taught to know that he is suffering from an illness and to 
say to himself “1 won’t have a bet to-day’, just as in alcoholism 
the patient knowing himself to be an alcoholic says “I won't 
have a drink to-day ”’ 

The worst disease in the world. This is allied to the diseases of 
addiction, and is not only worse than them, but much more common. 
It is none other than se/fishness, incorporating as it does self-interest 
and self-indulgence. With this condition as with diseases of 
addiction, the general public, and indeed the medical profession, 
lack knowledge, and much more thought and teaching should be 
devoted to their cure and prevention. 

Prevention of selfishness must be in service, both to God and our 
neighbours ; perhaps St. Augustine gave us the answer when he 
said “* Love God and do as you like”. If we truly obey the first 
precept, the second will be “ doing what comes naturally”, as 
the song says. 
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DENTAL HEALTH 
EDUCATION IN 
GLOUCESTERSHIRE 





By J. F. A. Smyru, L.D.S., R.C.S. Eng., Principal Dental 
Officer, Gloucestershire County Council. 





BotH professional and lay people are becoming increasingly 
aware of the urgent need to control the rising incidence of dental 
caries—aptly called “* the last great epidemic ” at the 1958 Congress 
of the Royal Society of Health. The size of the problem has been 
described by Slack (R.S.H. Congress, 1958), who showed caries 
incidence among 5-year-old children in Liverpool to be 6 decayed, 
missing and filled teeth per child. He estimated that to provide 
complete conservative treatment for all the 4-and 5-year-old 
children in the country would require the time of 2,364 dentists. 
This number is equivalent to over 15%, of the whole profession and 
more than twice the strength of the local authority dental officers. 
Bransby and Forrest (Monthly Bulletin of the Ministry of Health, 
1958, 17) showed that in the control areas for the fluoridation pilot 
scheme, the average number of decayed, missing and filled teeth 
per child was 4.9 at age 4, and that only 3%, were caries free at 
age 11. 

It is thus apparent that the dental treatment resources available 
are far too small to meei the need, and that the necessity for 
preventing the disease by all possible means should be regarded as 
extremely urgent. The difficulty of prevention is that the chief 
cause lies in our dietary habits, which are not easily changed, and 
that there is no known effective prophylactic. 

Health education is aimed primarily at prevention of disease and 
secondarily at making known the possibilities of suitable treatment. 
Dental health education, on the other hand, has to a large extent 
concentrated on the importance of seeking conservative dental 
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treatment, since it is the only publicly acceptable and effective 
measure for controlling the effects of caries. This has led to 
criticism of, and even opposition to, dental health education in 
general, since it is futile to recommend more people to seek 
treatment from an already overloaded service. The preventive 
side has covered the importance of correct diet and oral hygiene, 
but the impact of this has been disappointing, to judge from the 
steady increase in caries incidence. 

In Gloucestershire, dental health education on traditional lines 
has been carried out for many years, as indeed it has been by 
many other authorities. In 1953, the appointment of a dental 
hygienist enabled the scope of the educational side of the dental 
service to be widened. A regular part of her duties was to give 
talks at schools, child welfare centres and similar places, in addition 
to individual chairside instruction to patients referred to her for 
scaling and cleaning. The results obtained by the latter method 
were often most encouraging, but little real result was apparent 
from group talks, accompanied when possible by films or film 
strips. 

In 1957, the opportunity occurred of providing a dental exhibit 
at the Three Counties Agricultural Show. Both time and money 
were limited, and the site was merely a piece of field. The exhibit 
was arranged as a long two-tier shelf with backcloth, the whole 
being covered with a tarpaulin roof on scaffold poles. Two 
“* Gloster’ mobile clinics parked at an oblique angle provided 
flanks, and one of the Land Rovers used for towing the mobile 
clinics faced forwards in the centre. In this vehicle a projector was 
fitted to throw film strip pictures on to a transparent screen mounted 
at the back (i.e. facing the main exhibit). Sunlight was screened as 
far as possible by the tarpaulin roof, and flared sides were also 
provided. A tape recorded commentary on all the film strips was 
prepared, and slides showing various dental conditions (with 
appropriate tape recorded commeritary) were also available, but 
could rarely be used owing to the strong daylight. 

The backcloth showed a short illustrated history of the school 
dental service, a map of the County dental services, photographs 
of clinics and posters. The centrepiece consisted of a brief state- 
ment about caries incidence and the shortage of dentists, with the 
large caption “It is only common sense to prevent dental 
decay ’’. This was followed by three simple rules: no sweets 
between meals, mouth rinsing after meals, and tooth cleaning at 
night with nothing sweet to follow. On the map, the location of 
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each clinic was shown with a small coloured 20-volt bulb, two 
sets of 12 bulbs being wired in series to flasher units connected 
to the mains supply. The attraction value of the flashing lights to 
casual passers-by was evident. 

On the table in front of the backcloth were plates of foods harmful 
and helpful to teeth, with suitable captions, acrylic models (normal 
size and twice normal) showing the effects of neglect, large size 
segments in acrylic showing danger areas for decay, and models 
illustrating the eruption of the first permanent molar behind the 
deciduous molars. (Since then a model five times life size of one 
upper quadrant has been made, with removable and sectioned 
teeth showing caries spreading from “ danger areas”). Models of 
orthodontic cases before and after treatment were also exhibited, 
and leaflets supplied by the Ministry of Health, the General Dental 
Council and the Central Council for Health Education were available. 
Posters were used on the front of the table. 

The interest shown by the public was extremely encouraging, the 
greatest “‘draw”’ being the tape recorded commentaries on the 
film strips. Especially popular with the younger children was a 
recording in “character” to accompany the new Zealand strip 
“The New Baby Brother”. The B.B.C. report gave special 
mention of the exhibit, which was described as one of the high- 
lights of the Show. The necessity for colour, sound and movement 
in attracting interest was clearly seen. The most important lesson 
learned from this exhibit, however, was that existing film strips 
did not enable us to put over the simple and logical story that we 
had developed. This was that teeth are bad and getting worse, 
that dentists are scarce and likely to get scarcer, and that it is, 
therefore, only common sense to prevent dental decay. Further, 
it was seen that the greatest impact would be achieved if only one 
or two methods of prevention were stressed, and that these must 
be practical and sensible. Since all available evidence indicates 
that the greatest single cause of the increase in caries incidence 
is the constant consumption of sweet and sticky foods between 
meals, it was decided that the attack must be concentrated on this 
alone, coupled with mouth rinsing and oral hygiene. 

Accordingly, we set about the preparation of a series of colour 
slides to illustrate our story. It took a year of trial and error to 
prepare what we wanted, but our hygienist developed unsuspected 
artistic talents, and with the assistance of another member of the 
dental staff and a dental officer who was a keen photographer, a 
most useful series was achieved. 
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First we show caries incidence at the age of 5, by means of a 
chart of the primary dentition with six teeth blacked out. Then 
follow class-room scenes of the number of children likely to have no 
decayed, missing and filled teeth at ages 5, 7 and 11 (based on the 
Oral Hygiene Service film A Tooth in Time). The shortage of 
dentists is illustrated by coloured figures of different sizes, based on 
the McNair Committee figures for dentists in the U.S.A., Norway, 
Canada arid this country. The next slide is a well coloured montage 
of fruit and vegetables, with the caption “ It is only common sense 
to prevent dental decay’’. From this, we go on to emphasise 
that the eating of sweets, buns, etc., between meals is, though not 
the only cause of decay, the greatest single cause. As an experiment 
in presentation, Lundqvist’s graph (Vipeholm Dental Caries Study, 
p. 284) was simplified down to the 24-toffee group and control 
group lines, which were shown in red and green. It has been 
interesting and instructive to note the tremendous impact of this 
slide on a lay audience of average intelligence not accustomed to 
graphs, and unlikely to appreciate a normal scientific graph. Other 
slides illustrate consumption of sugar for sweets in 1938, 1942 and 
1956, and caries incidence during and after sweet rationing. 

Having hammered home the relationship of sweets between 
meals to decay, we deal with the all-important practical side. We 
do not advocate the complete abolition of sweets, but that they 
should be consumed only after meals. Admittedly the ideal would 
be either complete abolition, or fruit and mouth rinsing after the 
sweets, but (human nature being what it is) one has more hope of a 
single recommendation being followed than a more complicated 
regime. And the common sense approach, that a dozen sweets 
eaten on twelve separate occasions endanger the teeth four times 
more often than the same number eaten after three meals, is some- 
thing easily remembered. To illustrate this point there is a slide 
of a child passing a sweet tin to another child over a dinner table 
with the remains of a meal showing. Other slides recommend 
eating fruit rather than sweet things if a child is really hungry 
between meals. 

The smoking and lung cancer campaign appears to have had 
disappointing results, judged by the figures of national consumption. 
There is at least a chance that limitation of sweet eating to meal 
times may be regarded as a lesser deprivation than the abandonment 
of smoking. 

It is obvious that the sweet eating habit (like any other) is harder 
to break than to avoid. For this reason our greatest effort is 
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directed to mothers of young children, through child welfare 
centres, mothers’ clubs and the like. The taste for sweet things is 
probably an acquired one, and developed early. Further, the 
reaction of many mothers to a crying child is to stuff a sweet into 
its mouth. We therefore have pictures of a mother giving a crying 
child a piece of apple. 

Other slides seek to show the value of mouth rinsing after theals 
and the importance of oral hygiene, especially last thing at night. 

An additional series is being developed to bring before the public 
the value of fluoridation. Here, again, we are trying to present 
Statistics in a simple and colourful form. For example, the 
difference in caries incidence between North and South Shields has 
been shown by an outline map of Tyneside, with the North bank in 
red and the South in green, and figures of caries incidence and 
fluoride content of the water in red and green blocks. But we are 
only beginning to solve the problem of presenting statistics. The 
adult population appears to have a definite interest in statistical 
information, provided it is presented in a simple and easily 
remembered form. 

During this year, two other exhibitions have been held, one at 
the Annual Clinical Meeting at Bristol Dental Hospital, and the 
other at the Cirencester Community Association’s exhibition. 
Both aroused great interest, and the former gave an opportunity 
to show the dental profession something of our educational work. 

Interest is also quickening at welfare centres, due in very great 
measure to the keenness of health visitors. Once again, it is the 
practical aspect that is being tackled, and that proves so difficult. 
For instance, it is entirely illogical to urge a parent not to give a 
toddler sweet and sticky things between meals, and in the same 
breath offer it a sweet biscuit or bun and possibly a sweet for good 
conduct over weighing or visiting the doctor! I am convinced 
that the only hope of diminishing the sweet-eating menace is to 
keep on preaching against it, and at the same time to recognise the 
practical difficulties of parents in seeking to establish a no-sweets- 
between-meals regime. 

Thanks are due to Dr. Bramley, the County Medical Officer of 
Health, for permission to publish this article, and to those who 
have spent so much thought and time on the preparation of material 
including, in particular, Mrs. Judd, the hygienist, Miss M. D. Ryley, 
Mr. D. A. Thomas (who undertook photography) and the staff 
of the dental laboratory, who have successfully solved the technical 
difficulties of producing giant acrylic models. 
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WRITING FOR HEALTH 
EDUCATION* 





By ALICE BUXTON, Press Officer, 
Central Council for Health Education. 





MANy people with a pen in their hands or a typewriter under 
their fingers become incoherent, wordy, confused and circumlocu- 
tionary. If the would-be author becomes aware that all is not 
going smoothly and well, the best thing to do is to tear up the 
whole literary effort and start again. Patchwork improvements 
never work in writing. A great deal of trouble would be saved in 
simple writing if people would only write as they speak, if they 
would try to express themselves simply, as they would in writing a 
letter to a friend. This may not produce literature, but it often 
helps to clarify things. And if the result is full of individual 
peculiarities, ask yourself—does this really matter ? 

People who write professionally do it in one of two ways. The 
larger group of writers express their ideas in characteristically 
personal ways. They write as they are, as they think, and speak, 
and from the basis of their experiences. The other, smaller group 
of really great writers often write on a plane apparently outside 
their real selves. What they write seems often to have no relation 
to their personalities or apparent level of intellectual development 
It is almost as though they were transported to another sphere, or 
had a secret life on a larger scale. Their minds, in fact, appear to 
work on dual planes. With this group we have no connection. 
We are writing to those who, if they read, are not great readers ; 
for those whose experience is limited, and whose appreciation of 
the written word varies tremendously. 

In writing for educational purposes, we have to remember that 


* Based on a lecture to the Literary Craftsmanship Group, C.C.H.E., 
Summer School, Chichester, August 1958. 


212 





we aim at a public which does not, necessarily, want to read at all, 
and which is not habitually accepting instruction from the written 
word. This becomes more and more true with the increasing 
popularity of the cartoon strip, television, and films in schools. 
Remembering these facts, there are two fundamental points upon 
which we must focus our attention: the art of making ourselves 
understood ; the skill of making people want to read what we write 
—of being readable. 

For people who write with difficulty, the best method is to talk 
to themselves the material they wish to write. If this is done, one 
common fault is cured immediately—the tendency to write long 
sentences. We do not habitually speak long sentences, and making 
them as short as possible is important in writing for people who 
are not great readers. We shall also, in speaking our pieces to 
ourselves, incline to use familiar words. This may not result in a 
literary masterpiece, but that, after all, is not our aim. 


Ideas 

In putting over health instruction, professionally trained minds 
tend to work out a theme logically from cause to effect, etc. This 
does not make interesting reading to the lay mind, although it may 


be the right way to do things for the Medical Officer of Health’s report. 

The point of interest to the average reader may be the one which 
the medically trained writer thinks should come last. So in 
presenting factual information or ideas, we have to ask ourselves 

hat the reader is interested in. Is his or her habit of thought 
linked with the first fact, or the final one, in our theme ? 

\s an example of this turn-about, we could consider material 
for a Press release on polio. Figures on polio arrest attention 
because this disease is linked with fear. Newspapers often use 
figures like this to play on fear. The following Press release is 
based on what mothers want to know. The first thing the mother 
vants to know in this case is “ How can I protect my children 
gainst Polio ?”. The title gives one piece of factual information— 
children need plenty of rest. 


CHILDREN NEED PLENTY OF REST 


Figures for Poliomyelitis have reached the highest total since 
the peak year 1950. This suggests that parents and their children 
should take common sense precautions to avoid certain things. 
One of the most important things to avoid is getting over-tired. 
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Children should have plenty of rest—plenty of sleep. Cinemas 
and crowded places should not be encouraged for children at this 
time. Too much violent exercise and chills afterwards are 
dangerous and lower resistance. Special care should be taken to 
kill flies in the house, keep food covered, and be extra strict about 
hand washing before eating—especially after using the toilet. 

If any of the family seem a bit off colour with headaches or sore 
throats, sore muscles or pains in the back, they should be put to 
bed at once and kept there until the doctor comes. 

“ Polio” or Infantile Paralysis is caused by a virus. The name 
is misleading because it can affect people of all ages. It does not 
always cause paralysis ; in fact more than half of those who catch 
it recover without any crippling after-effects. 

(Press Release circulated by the C.C.H.E. in September, 1955.) 


In the first line the fear connected with figures is recognised. 
After that the mother is told what to do ; then what to watch for ; 
then the cause ; then allaying fears. If we allay fears first it would 
be too reassuring. If we talk about virus in the first line it is 
frightening, so these things come last and together. 


The Literary Group at the Chichester Summer School were given 
the following choice of tasks :— 
To write— 
(a) a short report of a meeting (250 to 300 words) ; 
(6) a script for a leaflet—explaining for whom it was intended ; 
(c) instructions to mothers for enrolment of their children for 
vaccination ; 
(d) notice of a forthcoming meeting ; 
(e) a short story bringing out health education points ; 
(f) a short dialogue for tape script to refute certain erroneous 
beliefs about health ; 
(g) a short talk on some aspect of health education for— 
1. a mother of low mentality ; 
2. a foreign mother with language difficulties ; 
(h) a serious article on health education method (not more 
than 400 words) ; 
(j) a book review. 
Any one of these types of written material might be required in 
health education work, and each requires a slightly different 
technique and treatment. 
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(a) 


(6) 


(c) 


(d) 


) 


Anyone with a reasonably orderly mind considers report 
writing easily done. In actual fact, to make a report readable 
is far from easy. Facts and figures can be dry, and the level 
of reporting often so monotonous, that any but the most 
careful reader finds it hard to concentrate on the reading. 
Facts can, however, be split up under sub-headings. Human 
instances can be introduced as illustrations. Figures and 
Statistics can be kept to a section at the end of the respective 
report, or on their own. 

Writing for a leaflet requires vision of the whole production : 
size, appearance, any illustrations, and a clear picture of its 
purpose. It is difficult to divide the writing of leaflet 
material from its production as a whole, as each is comple- 
mentary to the other. If there were any rules applying to 
writing leaflets they would be these : short sentences, short 
paragraphs with plenty of space between, and, if there is an 
alternative word, the simpiest and most familiar should 
always be used. 

Instructions to mothers : the title over an announcement is 
important. It should be clear, simple and in as few words 
as possible. Any announcement relating to health should 
have a personal rather than an impersonal tone, and give 
dates, times, etc., after stating what the announcement is 
about. The mistake of announcing a date first is often 
made. 

One notice of a forthcoming meeting is never enough. Any 
notice should be one of a series. If we assume that others 
will follow, we can make the first one a clear statement of 
date and time ; in the second and third, we can build up 
details such as speakers—who will take the chair and so on. 
Each statement should serve to stimulate curiosity, and 
repetition is the essence of getting information across and 
inspiring action. 

The short story must be simple. It must be aimed at the 
right age group and told in a manner to suit that group. 
The story is the main thing and musi carry the facts. If 
the facts carry the story the result is wooden. If characters 
are selected as types liable to behave in a certain way, they 
will take charge of the story. Even if they seem to be 
going a little too far, that is better than allowing the story 
to be lifeless, unappealing and too dogmatic. 

Scripts for recordings are easy if they are allowed to be. 
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(g) 


(h) 


(j) 





This may appear to be a contradictory statement. But the 
mistake usually made is in fitting the script into the situation 
instead of, again, letting the characters sort the situation out. 
Here is a kind of writing which must be talked out onto the 
typewriter or paper. It may come out crowded with 
colloquialisms, but if they are easily understood and familiar 
ones that will make it the more natural. When such a 
script is complete, the characters will have introduced a 
fair amount of extraneous material, and this must be skill- 
fully cut to avoid sounding garrulous and crowding out the 
educational points. A scripted conversation is a fine 
medium for overcoming embarrassment on a difficult 
subject. It is one form in which humour can be used safely 
and with less likelihood of offence. It is a dramatic way of 
starting discussion, and can also be employed as a basis for 
role playing. For this purpose the characters use the script 
and then decide to play it another way. 

The short talk for mothers of low intelligence or with 
language difficulties is a hard one. The success of such a 
talk depends on finding what the mother wants to know, 
and presenting as few as one to three facts about the subject 
at a single session. It is easy then to find out if the points 
have been accepted and understood. At the next session, 
more points can be covered in the same way. If the talk 
is on a subject in which the mother can participate, so much 
the better, because her act of joining in guides the speaker 
towards the next step, or indicates whether a change of 
approach is needed. 

A short article : it is important to have an introductory or 
lead-in paragraph to any article. But that first paragraph 
must be (a) interesting and (5) relevant to the subject. It is 
not easy to write on a subject on which you know a great 
deal, when space is limited and you are restricted to a few 
hundred words. Discipline is needed here. The facts 
assembled must be lined up in a plan, to finish at a logical 
conclusion. If lack of space means leaving some out, it is 
far better to do this than have the editor cut at the wrong 
places and spoil the article. Editors are apt to have neither 
heart nor conscience when space is restricted. It is often 
better to make the material into two articles rather than 
overcrowd one to the point of making it unreadable. 

A book review is often a trap for the unwary. Writing a 
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review is for many people an opportunity to let themselves 
go and say what they really think. This sort of thing does 
not make a good review. There is a definite technique to 
writing a good and fair book review, but the first requirement 
is to pocket all prejudices and sit tight on any desires to 
express Our Own views except in relation to the purpose and 
merit of the book. Even then it must be done impersonally. 

To be fair in reviewing anything, we must ask what the 
author is trying to do, and whether he has done it. The 
outline of the book—what it is about and what the theme 
presents—should be given before any critical comment. 
Adverse comment should be, as indicated, impersonal, and 
reasons should be given for the criticism, based on fact, 
not on preference. 

A review is not a discussion of our likes and dislikes, but 
of whether the book fulfills its purpose. We are, in fact, 
saying to the readers : here is the book, it is this and that ; 
and the decision to read it or not should be left to them. 
Early in the review the title, author, publisher and price 
should be given. In quite a number of published reviews 
we may well wonder what the reviewer is talking about until 
we are more than half way through. 


A one-day Conference on THE ELDERLY IN THE 
COMMUNITY will be held on Thursday, 22nd January, 1959, 
in the Great Hall of B.M.A. House, for Members of Health 
Committees, Medical Officers of Health and their Staffs, Members 
of the Hospital Service, General Practitioners and interested 
Voluntary Bodies. A team of lecturers and experts in the field 
will deal with : prevention of handicap ; function of the Geriatric 
Unit ; occupation (special workshops); relationship between 
Health and Welfare Departments ; health education; general 
medical and nursing care ; role of voluntary services. 

At the morning session (11 a.m.—12-30), an Address on 
Preventive Medicine’s Paradox will be given by Prof. Fraser 
Brockington (University of Manchester). In the afternoon (2 to 
4 p.m.), there will be a Panel Discussion on The Prevention of 
Handicap due to Ageing, under the Chairmanship of Lord Amulree. 

A fee of £1 will be charged for each person attending. Programmes 
and application forms from The Central Council for Health 
Education, Tavistock House, Tavistock Square, London, W.C.1. 
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INFORMAL GROUP 
TEACHING 
An Experience in British 
Honduras 





By CATHERINE M. CLARK, Public Health 
Department, London School of Hygiene 
and Tropical Medicine 





IN January, 1958, I was invited to visit British Honduras to 
conduct discussion seminars on social work with public health and 
rural nurses, as part of an annual training fortnight or “ workshop ” 
for the staff of the health department. In the mornings the nurses 
were to attend discussions on health education schemes in 
combined groups with health inspectors and teachers; in the 
afternoons the staff were to divide according to training, and 
planning of the social work seminars for the nurses was entrusted 


Since the general subject of the workshop was health education, 
it seemed useful to try to forge a link between health education and 
social work, including not only social casework, but also social 
group work. 

The didactic method is completely out of place in social work. 
The aim of the social worker is to help people in difficulty to solve 
their own problems either individually or in groups, and it is a 
primary duty to restore and encourage independence in the client. 
Common ground between health educators and social workers 
lies in the interest of both in indirect teaching methods. Social 
workers are trained not to impose their own values and expectations 
on their clients. They are, however, in some sense educators. 
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They must have goals for the clients which are based on some order 
of values, and they therefore cannot disclaim their educational 
role. And health teachers, like all other educators, often find 
discussion methods the most effective. 

There were 16 public health and rural nurses : 13 were Creole, 
and English speaking ; 3 were of Spanish stock (Hispanos Mayas), 
speaking Spanish as their mother tongue and English as their 
second language. The public health nurses all possessed the 
Health Visiting Certificate of the Royal Society of Health, for the 
most part obtained in Jamaica, in addition to the title Registered 
General Nurse and Midwife, and had, therefore, had a five year 
training. The rural nurses were only required to have two years’ 
total training in general nursing, midwifery and public health. 

The purpose of this article is to describe the discussions with 
these nurses from two aspects : first, the kind of responses and 
reactions shown by the nurses to the method of group instruction 
used ; second, the ways in which it seemed likely that the nurses 
would be able to use social work methods in teaching health 
principles to mothers, either singly or in groups. 


THE METHOD OF GROUP INSTRUCTION 
Evaluation and revelation 

At each discussion afternoon two people took notes, one to 
make a record of the more important contributions to discussion 
and the other to make an assessment of the standard of discussion 
and the atmosphere in which it was held. This proved to be an 
invaluable aid both to me in illuminating my own successes and 
failures, and to the nurses in clarifying the doubtful points in the 
previous day’s discussion. Of course, it was not so much the idea 
itself that was useful but the way in which it was put into effect 
by the nurses. There was a frankness and freshness about these 
records which make some of them well worth quoting. 

The importance of encouraging shyer members of the group 
was brought home to all of us when the evaluator for the second 
discussion afternoon read: “I must admit that I needed re- 
assurance after listening to the evaluation of the previous day by 
Miss L. The fact that Miss Clark thought highly of the report 
made me relax and enjoy myself watching the expressions of 
concentration on the faces of the participants as the first sample 
case was read...” 

My relationship with the nurses and also that between the group 
members themselves was well served by the honesty of the reporter 
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on another occasion: “ Miss Clark suggested to the group that 
she read the different opinions of social case work which were 
submitted previously by the members. No one objected to this 
and so she read eight of them, pausing afier each one to get 
criticisms from the group. Obviously the members were reluctant 
to tread on their colleagues’ toes, and, except for Miss D. and 
Mrs. M., who got in a comment here and there, members only gave 
their criticisms when they were asked personally.” 


Two other evaluators gave particularly clear indications of the 

differing levels of comprehension and interest of the group. 

1. “ Things seemed a little unsettled here until Miss Clark 
introduced two subjects for discussion—they were very 
interesting ones. (a) Straight teaching; (5) Indirect 
teaching. These were explained. I can remember hearing 
her say some subjects are—(a) adaptable ; (5) while some 
need studying. The group tried to answer when questioned, 
but from facial expression, I could see it was not clearly 
understood ....” 


2. “* This sample case was such an interesting one that the 
discussion was lively from beginning to the end. Each 
paragraph was discussed as the story unfolded and so 
there was little time for anyone to become bored. Almost 
every member had a copy of the case so that she could 
follow the reading quite closely.” 


The method in these discussions was to draw from the experience 
of the most skilful of the nurses examples of the professional social 
worker’s art, whether consciously used or not. On this, the success 
of the discussions depended. When a nurse was quick to see the 
relation between a principle under discussion and some practical 
experience of her own, that discussion subject became one of intense 
interest to the whole group. On the few occasions when no one 
caught the relevance of a problem to the work of a public health 
nurse, the discussion floundered and died. 


On the other hand, it was never difficult to stimulate interest in 
analysing a model interview, for example, from the point of view 
of a worker’s tactful handling of a client, or her respect for the 
dignity of her client, or her ability to build up and emphasise any 
constructive qualities which a client might show. It was nearly 
always possible to elicit this kind of observation from the nurses 
themselves, although of course, in some instances they were 
helped by ideas expressed in earlier discussions. 
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Acting the part 

The difficulty in sustaining abstract discussion, particularly with 
the less well educated members, led to the use of role playing. A 
few of the nurses who had studied in Jamaica had had experience of 
it there, though to the majority it was a new idea. Nearly all the 
nurses were outstandingly good at it and the problem lay not in 
starting the group on a “ role play ’’, but in stopping them ! It was 
a most effective way of demonstrating the difficulties of good case 
work and group work. The more talented nurses had much to 
teach the others and this was most clearly shown in some of the 
role playing. 

A section of the group dramatised an interview between a nurse 
and an unco-operative patient, choosing as their subject a tuber- 
culous woman. The nurse had been warned that the woman 
denied having anything more than a persistent cough, that she 
would certainly refuse to go to a clinic for examination, and that 
her husband was a weak character who would support his wife's 
lack of co-operation. The one who took the part of the tuberculous 
woman exerted all her acting ability to make the situation as real 
and as difficult as possible for the nurse, diverting her from the 
object of her visit by encouraging neighbours and children to enter 
the room and disrupt the relationship which the nurse was carefully 
trying to build, so that her patience, tact and skill were strained to 
the limit. 

One of the disadvantages of role playing is that, whereas, in a 
real life situation, one may have some idea why a difficult person 
becomes less difficult, it is not easy to decide why a role player 
gives way. Pity for a fellow role player, fatigue or boredom all 
suggest themselves. The inherent dramatic gift of these Honduran 
nurses was inclined to make us judge a role play as though we were 
drama critics, which made it all too easy to lose sight of the purpose 
of the exercise. Nevertheless, the value of a role play such as the 
one described above is worth the effort. 


SOCIAL WORK METHODS AND THE WORK 
OF THE NURSES 

Opportunities for case work 

In the first discussion session the main aim was to find out 
something about community attitudes toward people needing social 
help, and through this the attitudes of the nurses themselves. It 
was important to make the nurses distinguish between their own 
standards and those of others, where they differed. 
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The nurse who was “ recording’ on this first afternoon wrote 
the following report of a discussion on poverty. (A visiting health 
educator with some practical experience of social work in the 
U.S.A.—Mr. Craig—joined us for part of the discussion.) 

““ Mrs. J. then cited the case of a stenographer in X town with a 
wife and three children, who prefers to ‘loaf’ around rather 
than seek any other employment besides stenographic work. 
He was offered steady employment a few weeks ago in exchange 
for his playing with a certain football team ; but he refused. 
This man is quite content to let his wife, who is working, supply 
him with food, clothes, and pocket money. Mr. Craig’s reply 
to this was that Mrs. J. should try to discuss with this character 
the possibilities of his procuring any of the things for which a 
man in the community usually yearns in order to achieve 
prestige. Mrs. J. told him that as a rule the men yearned for 
very few things so that discussion would be difficult.” 

Later, it was suggested that even the most unambitious men did 
take a pride in their farms and a clean home. 

At this session everyone brought up their most intractable 
problems, and it was a most hopeful start that the nurses should 
have been so ready with examples of their difficulties, and on the 
whole quick to see which were relevant and which were not. 


Scope for social group work 

There was no doubt that most of these nurses possessed a 
gentleness of spirit and experience of working with different racial 
groups which made it seem natural to them to respect the rights 
of others. Their tolerance was impressive and made the intro- 
duction of social work ideas much easier. 

One of the nurses said that the vast majority of expectant mothers 
in British Honduras take an expensive patent medicine called 
Dr. Ross’s pills in the belief that they will make the baby be born 
fair. As coloured babies are always fairer at birth, Dr. Ross’s 
promise is inevitably fulfilled. This subject was treated in a most 
interesting way by the nurses when we had a role play to demon- 
strate group discussion methods. One nurse took her own part 
and all the other nurses played the roles of the mothers at a meeting 
which had an undisguisedly educative purpose. Thus, we had not 
crossed the boundary into social group work in the accepted sense. 

The subject for discussion was the choice of nutritious foodstuffs 
in pregnancy, the mothers in the first instance deciding which items 
from a list of foodstuffs were important and which unimportant. 
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After the mothers had run on for some time the nurse introduced 
some instruction and quite gently, but firmly, corrected the 
Suggestion, which had been left standing, that Ross pills were 
essential. In the analysis of the discussion afterwards, the nurse 
who had, in the part of a mother, spoken in favour of Ross pills, 
said she felt hurt that her suggestion had been, as she thought, 
scorned by the nurse. Several agreed that it was more important 
to preserve good relations between the nurse and the mothers, even 
if it sometimes meant leaving misconceptions uncorrected. One 
nurse who worked with a community of Maya Indians, said that 
her approach was to interfere as little as possible with old customs 
which were not actually harmful. She had found that these people 
could not be weaned from their devotion to certain herbs believed 
to have medicinal properties, and so she combined these herbs with 
her medicines in order to avoid creating tension. 


Boundaries of case work and group work 

It may seem over ambitious to have discussed with these nurses 
the boundaries of case work and group work, when advanced and 
experienced social workers are themselves still undecided on the 
matter. It would, however, have made nonsense of our discussions 
to leave the subject untouched. 

The limit of group discussion method, i.e. the point at which a 
straight teaching approach would be more beneficial than an 
indirect one, seemed to be set by four main factors :-— 

1. Whether the subject lends itself better to discussion or straight 
instruction. For example, a practice group discussion 
showed that birth control, if taken purely as a lesson in 
techniques, was more appropriately handled by straight 
instruction. 

Whether the group leader’s aim is to change attitudes, in 
which case group discussion might be more effective ; or 
whether it is to relay facts, which are often better handled 
in a straight teaching exercise. 

The extent of ignorance of the subject in the group, since 
useful group discussion is unlikely to emerge from the mere 
exchange of misconceived ideas. 

The extent of agreement in the group, since in some cases free 
discussion could obviously reinforce ignorance. For example, 
the Honduran nurses felt that mothers were unanimous in 
their confidence in Dr. Ross’s pills, and it was idle to hope 
that one or two unbelievers might influence the others to 
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reject this myth. 

One can never completely discount the potentialities of expertly 
guided group discussion unless it has been tried, and even the best 
group leaders must take some risks, assess the consequences of 
failure in advance, and be prepared to face them. The nurses, 
however, could not suggest subjects relevant to their current work 
which would be clearly appropriate for social group work. Perhaps 
such subjects existed, but the nurses’ most pressing task was to 
instruct their patients in fundamental and practical aspects of 
health. In the role play on diet in pregnancy, the nurse/leader did, 
however, succeed by a diluted form of social group work in 
achieving a high level of participation and interest amongst the 
actor/mothers. .We could not put the experiment to the test of 
reality and discuss diet with an actual group of pregnant women, 
but it did seem likely that the combination of direct and indirect 
teaching methods had some virtue. 

When talking about the boundaries of social case work from the 
nurses’ point of view, I suggested that one point of departure from 
the social work method might be the point at which they felt it 
necessary to exert direct pressure on a patient’s will in the interest 
of his health. 

It is true that the very presence of a social worker implies some 
sort of pressure on a client. Social workers make much use of 
so-called therapeutic listening, but silence can also be a form of 
pressure, and social workers do not consistently refuse to give advice 
or even direction. But generally speaking the social worker is 
more concerned to help people find their own solutions to a problem, 
knowing that this is more time consuming, but believing the results 
to be more lasting and effective. This is not to say that nurses do 
not or cannot value the importance of obtaining the wholehearted 
co-operation of their patients in maintaining health or curing 
illness. 

For the social worker the client’s decision is the hub in the 
solution of his problem, whereas the nurse is perhaps more concerned 
to explain and interpret the best decision which medical knowledge 
has to offer. Moreover, the nurse (though this applies more 
particularly to curative nurses than to those in public health) has 
an immediate duty and responsibility to preserve life in the way in 
which her special training has made her competent. 

I therefore asked the Honduran nurses whether they did or 
did not think that firm pressure on a patient’s will was justifiable, 
and in what circumstances. There was at first considerable division 
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of opinion. Some felt that such pressure was never justifiable or 
helpful. “If a person refuses to take my advice, I leave her to 
think about it. Ona return visit I often find she has come round ” : 
said one. Others felt that in serious illness or emergency, a nurse 
might find it both necessary and helpful to take an authoritarian 
role. 

I make no attempt to assess the results of our discussions in 
terms of new skills learnt or old attitudes changed. But I think it 
fair to say that the nurses showed an admirable willingness to see 
the disadvantages of too much formal teaching. Indeed, when the 
health educator referred to before rejoined us at one of the sessions 
on group discussion and asked each nurse to write her answer to 
the question, “ What do I hope to learn from these discussions on 
social work ?”’, one nurse wrote: “I should like to learn to do 
more listening and less talking.” 
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PREVENTION OF 
ATHEROSCLEROSIS 
Teaching by Flannelgraph 





By A. T. ARUSTAMOVA, Central Institute of 
Health Education, Moscow. 





ATHEROSCLEROSIS is a disease common in many countries of the 
world. It is associated with environmental factors (the character 
of the diet) and the state of the organism (of the nervous system). 
There is a correlation between the character of nutrition and the 
development of the disease. It is an established fact that a correct 
and rational regimen and nutrition help to prevent the disease. 
When the disease is in progress the observance of a rational regimen 
of work, rest and nutrition is of vital significance for the course 
of the disease and the final recovery of the patient. Strict observance 
of certain important elements of the regimen is a powerful means of 
individual prophylaxis which plays a prominent role in the outcome 
of atherosclerosis and in its prevention. The question which 
aroused our interest was the level of knowledge of atherosclerotic 
patients as regards their regimen, especially the regimen of 
nutrition. 

To satisfy this interest we had to analyse the awareness of 370 
patients concerning the regimens they had to observe and how 
they treated some essential elements in their regimens—sleep, rest 
during the day, being out of doors, etc. This analysis showed that 
most of our patients, although suffering from atherosclerosis for 
several years, were not sufficiently informed about how they should 
behave. 

Thus, out of all patients under our observation, more than half 
(55.4%) were not informed of the correct nutritional regimen, and 
three quarters of the patients did not stick to it (74.1%). 

A check-up of the patients’ knowledge in this respect after health 
education work carried out among them, and also a selective 
check-up conducted a year later, both of these measures aimed at 
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evaluating the efficiency of health education, showed that the 
knowledge of the patients improved and the overwhelming majority 
of them observed the most important elements of the regimen. 

However, as regards the nutritional regimen, the patients were 
not as active in remembering and fulfilling it. 

The data gleaned in our experiment, what with the difficulty of 
the correct nutrition propaganda and the need to increase its 
efficiency, showed the necessity of using new additional means 
of health education. While searching for these means, we employed 
the flannelgraph which was first described as a visual aid by 
Dr. John Burton, former Medical Director of the Central Council 
for Health Education, England. 

One of the merits of the flannelgraph is its portability. It is 
easy to make and simple to operate. It is convenient for the 
demonstration of material in all conditions, and a series of drawings 
can be shown at once. The drawings can be easily changed during 
the demonstration. Colour drawings are very well set off by the 
black flannel background. All this helps the doctor to propa- 
gandise medical and hygienic knowledge with the utmost efficiency. 

To make the use of the flannelgraph more convenient, we slightly 
modified its construction. We nailed the upper and lower hems 
of the flannel to wooden planks. A strap is attached to the upper 
plank which makes it possible to.hang it on any flat object. 

In our work the flannelgraph was an important organic part of 
the doctor’s group talk-consultation with patients while explaining 
to them the necessity for rational nutrition. 

Group talk-consultation is a talk the doctor has with a group of 
patients of similar standing as regards diagnosis and state of health. 
Essentially such talks consist of two parts : the doctor’s advice and 
his answers to the patients’ questions. The participants in these 
talk-consultations actively touch the problems of nutrition and 
share their experience with others. 

By using the flannelgraph, we drew our patients into active 
participation in the presentation and composition of material, 
thus revealing their knowledge of rational nutrition. Flannel- 
graphs were employed in consultation talks in the wards of the 
medical nutrition clinic amongst atherosclerotic patients in the 
period of convalescence. 

The material was so presented that the drawings stuck to the 
flannel demonstrated one definite group of foodstuffs in conformity 
with the title. The drawings were placed at a small distance from 
each other. 
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Fig. 1. Recommended foodstuffs containing Vitamin C. 


We showed those foodstuffs which are the most frequent 
ingredients of rational nutrition. Our illustrated material consisted 
of 65 colour drawings representing four groups of foodstuffs : 
(1) recommended ; (2) allowed ; (3) restricted ; and (4) forbidden. 


Recommended products are an assortment of foodstuffs which 
are very useful and recommended for a better and active action 
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Fig. 2. Allowed 
foodstuffs in cases 
of atherosclerosis. 


Fig. 3. Forbidden 
foodstuffs in cases 
of atherosclerosis. 











on the course of the disease, or for its prevention. In their turn 
the recommended products are subdivided into those containing 
vitamin C (see Fig. 1), cholin, metionin, and large quantities of 
cellular tissue and laxatives. These products are recommended to 
atherosclerotic patients, and for prophylaxis of the disease. 

The group of allowed foodstuffs consists of those victuals which 
are to be the daily diet of the patient. (See Fig. 2). This assort- 
ment of foodstuffs is not only allowed for patients with athero- 
sclerosis, but also is good for the prophylaxis of the disease. 

The total calorie rate of food should equal 2,400-2,800 great 
calories depending on the trend of life, type of work, age, health, 
and the state of metabolism of the patient. 

While demonstrating this material, we explained the significance 
of each group of foodstuffs, quoted the data on the content of 
vitamins and full proteins in them, substantiated some of our 
recommendations with data about why vitamin C is useful and, 
on the contrary, food rich in fats is harmful. We gave advice on 
how to prepare a sweet brier potion, and prune water, and how to 
store the black currant, etc. We explained to our audiences why 
the use of strong soups, broths and animal fats should be restricted. 
(See Fig. 3). From this drawing, it is clear that the forbidden 
foodstuffs are rich in animal fats, hence in cholesterin. 

We explained to the audience that it is also undesirable to include 
in the diet large quantities of sugar, all kinds of sweets, wheatmeal 
and rice, and fine white bread. 

We explained that alcoholic drinks and beer should be forbidden, 
too, since they harm the nervous system ; that smoking is of 
special danger for the health, since numerous medical investigations 
show that nicotine constricts blood vessels, mostly cardiac ones, 
and induces the development of atherosclerosis. 

During our talks, accompanied by the flannelgraph illustrations, 
we tried to stress the main fact: that by following the doctor’s 
advice and by observance of the nutrition regimen, one can avoid 
aggravating the disease, preserve working ability for a long time, 
and stabilise the state of health. 

Our groups of patients consisted of 8-10 persons. Patients 
showed active interest in the talks, assembled very quickly and put 
numerous questions (125 questions at 10 talks), which indicates 
their active interest. 

Patients gave very favourable opinions on the flannelgraph, and 
it seems that it helped them to remember better the recommended 
and forbidden foodstuffs. 
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ACCIDENTS IN THE HOME 


Conferences, B.B.C. broadcasts and magazine articles have 
taken up this theme with enthusiasm. We have been told how 
many accidents happen in the home compared with those on the 
roads; we have been warned about inflammable clothing, 
carelessness, indifference and complacency. At the Conference 
organised by the Queen’s Institute District Nursing Services on 
23rd October, 1958, speakers stressed the opportunities of this 
body to discover and suggest remedies for obvious home hazards. 
We were advised by Miss Barbara M. Naish, Manager of the 
Home Safety Department of the Royal Society for the Prevention 
of Accidents, that a change of attitude was needed to make people 
aware of ihe possibility of disaster. 

All the things that have been said are true. All of them needed 
saying. It is a good thing to criticise the safety design of appliances 
and make people look at whatever they buy, whether it is a fire or 
an electric kettle, from the safety point of view. This is safety 
education—a part of health education. 

Could we go further than this and find out what kind of 
appliances are the cause of some of the accidents—are they new 
patterns which do not come up to the standard of safety, or are 
they old and obsolete, and a hazard of themselves in any hands ? 
Are there loopholes through which all these safety codes may slide ? 

There are, for instance, no regulations governing the sale of 
outdated secondhand equipment. Many an old person living 
alone and ignorant of mechanical or electrical matters can purchase 
an electric fire for a few shillings, or a gas fire, or cooker. Nobody 
checks these. They may be installed by a member of the family, 
and never be supervised by the local gas or electrical representative. 
Another type of heater which receives insufficient attention is the 
old-fashioned oil stove which tips over easily. On uneven flooring 
or woru Carpet, it is a very real danger. Many people, both young 
and old, are lacking in elementary knowledge about electrical 
equipment. Many a kettle is allowed to boil over so that the flex, 
already worn, becomes wet, and therefore dangerous. 

Would it be possible to form a voluntary Home Safety 
Committee in each area who could work with health visitors, 
district nurses and local electricity and gas boards ? Could there 
be some regulation that a// firms manufacturing electrical equipment 
attach a label giving information about its care, and warning that 
qualified people only should check and install it ? 
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MIDDLE EAST CULTURE 
AND HEALTH 





By AILON SHILOH, Hadassah Medical Organisation, 
Jerusalem, Israel. 





Every culture of the world possesses its own philosophy, 
concepts and practices in curative and preventive medicine, and 
the western-trained physician who would introduce his philosophy, 
concepts and practices ‘must be aware of those already existing 
within the culture, must understand their function and dynamics 
within the society, and must model his programme accordingly. 

This paper is an attempt to discuss the philosophy, concepts and 
practices of curative and preventive medicine in the Middle East 
culture pattern. It is not intended to be a mere catalogue of 
isolated treatments, beliefs and customs, exhibiting little apparent 
relationship to each other and displaying questionable form or 
function. Such listings have been made in the past and, while 
perhaps interesting, possess limited value. Thus, although the 
literature on the Middle East abounds with references to the 
various medical practices of the people, little of the data have been 
systematised and even less has been analysed. 

This paper will analyse the basic philosophy underlying the 
entire culture complex and it will delineate those concepts necessary 
to the execution of this philosophy. When this philosophy and these 
concepts have been structured, then the hitherto isolated practices 
will be seen as logical expressions of a patterned system. It is 
this system of philosophy and concepts which must be grasped, 
for only then do the various practices, the end expressions of the 
system, assume any coherence. 

By the term Middle East, I restrict myself to that geographical 
area extending from the western border of Egypt through to the 
eastern border of Iraq. The countries included within this area 
are Egypt, the Arabian Peninsula (Saudi Arabia, Yemen, Aden, 
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the Hadramaut and the remaining protectorates and principalities), 
Jordan, Israel, Lebanon, Syria and Iraq. The data in the following 
discussion are also applicable, to a great degree, to the surrounding 
countries which are included in Patai’s “ The Middle East as a 
Culture Area” (Middle East Journal, Vol. VI, No. 1, 1952), but 
for the present I limit myself to the states extending from Egypt 
through to Iraq. This area is largely an arid expanse of inhospitable 
deserts, mountains and waste land. Human and animal life are 
concentrated along the sea coast, the river valleys, oases and 
certain mountain heights. Recognising the existence of ethnic, 
linguistic, religious and racial subgroups, one may still discern a 
broad culture pattern uniting the populations of this area and 
distinguishing it from surrounding cultures and populations. The 
population of this culture area may be categorised as being members 
of the White race, Mediterranean sub-race ; the great majority 
are Arabs, Moslems in faith, agricultural in occupation, poorly 
educated and poverty stricken. Minorities of a linguistic, religious 
or ethnic nature exist within the majority population or in specific 
localities, and possess defined rights and privileges, responsibilities 
and restrictions. The two groups of nomads and city dwellers are 
both in a state of flux — the former group slowly disappearing as 
its members settle in the villages or towns, and the latter group 
growing, in certain instances rather dramatically, in keeping with 
the increased orientation toward industrialisation. The traditional 
family is extended, patrilineal, patrilocal, patriarchal and 
endogamous. Individual needs and wants are dismissed or ful- 
filled by the family, while position and participation in external 
activities are achieved through the family. 

Within this culture area, the complex of preventive and curative 
medicine includes a vast body of beliefs, customs and practices 
that is indigenous to the area, has its roots leading back to antiquity, 
is common to virtually all members of the population and is most 
resistant to change. It is to be found coexistent with the official 
monotheism of Moses, Jesus or Mohammed, and with the medical 
sophistication of Avicenna, Maimonides and modern western 
practices. 

The essential philosophy underlying Middle East concepts of 
curative and preventive medicine is that all illnesses or injuries are 
subjective affairs arising out of personal actions conducted or not 
conducted, or caused by someone or something possessed with a 
power. Illnesses or injuries do not just occur, they befall a 
certain person, at a given time, and in a specific manner because of 
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something the person did or did not do (and therefore preventable) 
or because of something done or not done by someone or something 
else (and therefore also preventable). The aetiology of illnesses 
or injuries is a subjective, personal, egocentric, soul-probing affair 
whereby extrinsic factors are searched for. Every possible illness 
or injury has a known cause, therefore a known treatment, therefore 
a known prevention. This all-embracing medical philosophy 
establishes the patient-physician relationship and provides an 
emotional security covering all eventualities. 

Within this philosophy, the two basic concepts pertaining to 
preventive and curative medicine are the beliefs in animism and 
animatism. 

Animism, as described by Tylor only some seventy-five years ago, 
is the belief in spiritual beings, the belief in the existence of 
intangible, non-material spirits which may be souls, ghosts, ancestor 
spirits, flora, fauna, monsters, or simply objects. These spirits 
inhabit both the animate and inanimate world. They may be 
confined to a particular body or object or they may be free in time 
and space. They may desire to effect good or bad ; they may be 
responsible for particular tasks or deeds ; or they may be free to 
be fickle with whom they please and as they please. These spirits 
pervade the entire environment and they must be acknowledged, 
understood, and treated accordingly. 

Animatism is the belief in a power, a non-material, non- 
individualised power, which may exist in both the animate and 
inanimate and which may be employed or tapped as a source of 
great energy. This energy is an impersonal thing which may exist 
latent in an individual or object and be utilised only by those aware 
of the correct method of tapping it, it may exist as a potent force 
available for use only in certain circumstances or occasions, or it 
may exist as a constant force within an individual or object. This 
force is distributed throughout the universe and one must recognise 
its power and act accordingly to those objects or individuals 
possessing the force. 

The belief in the existence of spirits (animism) and an impersonal 
power (animatism) is the logic of Middle East concepts of preventive 
and curative medicine. Illnesses and injuries are caused or 
engendered by a spirit which enters the body and creates 
difficulties, or by a person or object with the power to negatively 
influence or affect the body. It is this spirit or power which causes 
the illness or injury, it is this spirit or power which must be evicted, 
dismissed or weakened, and it is this spirit or power which must 
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constantly be placated, kept satisfied, at bay, frightened away, 
misled, or ended. The spirit may be termed the “evil spirit”, 
the “jinn”, the “devil”, or “Satan” or may have a specific 
name such as “ Lilith’. The power to affect and influence the 
human body (and nature as well, in certain circumstances) is 
popularly concentrated in individuals possessing the “ evil eye”, 
although certain objects may contain a power that can be utilised 
to attract or repel evil. 

At this point one must distinguish, in a general manner, between 
injuries affecting the “ external body” and illnesses affecting the 
“internal body”. The concepts of animism and animatism 
function in the former as well as the latter, but to a lesser degree. 
The emphasis in treatment of injuries to the external parts of the 
body is based primarily upon remedying an obvious, external, 
difficulty. Thus, although the individual who falls from his 
roof top or tree, or suffers a burn or scald in the home, has 
certainly been caused to suffer this affliction because of an evil 
spirit or evil eye, the treatment of the afflicted limb or section of 
body is prompt and based upon objective principles of bone-setting, 
blood-stopping, flesh-soothing and skin-bandaging. Concurrent 
with this objective treatment there will be an official search for the 
evil spirit or evil eye which caused the accident. This may or may 
not be a mere formality, as there is often implicit recognition that 
factors such as carelessness are of significance as well. However, 
repeated accidents or injuries to the individual or his family, or 
resultant permanent crippling or death, aggravate the problem 
and produce a greater orientation toward animism and animatism. 
In general, however, treatment of external injuries depends upon 
objective principles rather than subjective beliefs. (It is recognised 
that not all injuries and illnesses may be conveniently assigned to 
either the “external body” or the “internal body”, but the 
difference is noted by the culture under study and the type of 
treatment may vary accordingly. Also, it is important to note 
that this objective type of treatment does exist concurrently with 
other concepts and practices). 

Thus we see that it is when dealing with illnesses of the inner body 
that there is the strongest belief in animism and animatism. It is 
when confronted with the unknown that the subjective beliefs in 
evil spirits and the evil eye take precedence. In treating accidents 
to the external body the subjective factors are recognised while 
objective treatment is administered ; but faced with the mysterious 
concealed illnesses of the inner body, fears of the unknown and 
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lack of knowledge of an objective treatment lead the emphasis to be 
on subjective beliefs in evil spirits and evil powers. 

Now this analysis may be carried a step further. In dealing with 
illnesses of the inner body the primary emphasis is on prevention ; in 
contrast with accidents to the external body, where the primary 
emphasis is ontreatment. Itis realised very clearly and dispassionately 
that the techniques of curative medicine in illnesses of the inner body 
are not as successful as might be desired, whereas the results of 
preventive medicine are far more dramatic and fruitful. In dealing 
with illnesses of the inner body, there is a pronounced emphasis 
on preventive medicine, with a developed complex of permissible 
and taboo actions governing almost every moment of one’s life. 
By contrast, curative medicine as related to illnesses of the inner 
body seems far less developed, and to be more concentrated on 
offering emotional peace to the ill individual and his family. Also, 
considerable prestige and status is attached to the successful 
prevention of illness. 

By this I mean, of course, the successful prevention of illness as 
operative within this culture pattern. Illnesses to the inner body 
are caused by the power of the evil eye on the body or the entrance 
of an evil spirit into the body. Such evils, therefore, must be 
prevented access to, or interest in, the body. 

Evil spirits abound in the environment ready to pounce on the 
unsuspecting victim. Strong, healthy, mature individuals are the 
least susceptible to such attacks ; the most susceptible are infants 
and children, the weak, the ill, the aged, and normally healthy 
individuals in certain circumstances (women during menstruation, 
pregnancy or while giving birth). Evil spirits are always lurking 
ready to enter the body, and consequently susceptible persons 
should never be left alone lest this be interpreted as a sign of 
abandonment to both patient and evil spirit. 

The presence of strong, healthy, mature individuals near the 
susceptible person is a strong deterrent to the evil spirits, but 
unfortunately one cannot rely on such persons to be constantly on 
duty. Therefore, various inanimate objects which possess a strong 
positive power and are abie to repel the evil spirits are called into 
play. Common objects of this nature are the “ Hand of Fatima” 
(beloved daughter of Moharmmed) which may have inscribed on it 
holy words in Arabic or Hebrew and is generally worn around the 
neck (among Cochin Jews it may be found around the abdomen) ; 
the “* Shield of David ”’ (a six pointed star and similar to the ““ Hand 
of Fatima” in function) ; blue beads, pieces of jewelry or bits of 
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cloth which are worn around the neck or attached to the clothing 
(blue is particularly repugnant to the evil spirits, and the evil eye, 
and it may frequently be seen, for example, as the contrast colour 
around the doors and windows of a home, or as the dangling 
memento above the front or back window of an automobile) ; a 
concoction of evil smelling herbs which will be placed in a bag 
and worn close to the body ; or various religious phrases which 
are written on paper and sewed into the clothing or put into a bag 
and worn on the body. 

A religious prayer or talisman tacked over the door is particularly 
efficacious in repelling the evil spirits from entering a home. In the 
home where there is an infant, various measures are taken to protect 
the child from the evil spirits. Iron wards off the evil spirits, and 
therefore a good mother keeps an iron knife or pair of scissors under 
the pillow of her baby. The Bible also possesses the power to 
repel the evil spirits, and thus seme Jewish mothers place a copy of 
this book beneath the pillow. Another practice, less commonly 
seen, is to preserve the foreskin cut off during the brith millah (the 
ceremony of circumcision conducted on every Jewish male child 
when he is eight days old), dry the piece of skin, powder it, sew it 
into a piece of cloth and keep it under the pillow or among the 
blankets of the child’s bed. The personal foreskin of a child is 
considered extremely efficacious in repelling evil. 

The evil spirits fear the name of Allah, it strikes terror into their 
hearts, weakens and forces them to withdraw, or repels them 
completely. Consequently his name is uttered perpetually during 
the everyday routine of life in the field, the kitchen, eating, sleeping, 
washing, relaxing. 

Otherwise healthy individuals in susceptible circumstances must 
be particularly careful to invoke his name. When a Moslem couple 
is about to engage in sexual intercourse, the male must first say a 
prayer (“I seek refuge in Allah, from the accursed Satan, in the 
name of Allah, the Beneficient, the Merciful’’). If this is not said 
the evil spirit will enter the woman and her child will be evil, bad, 
or a devil, or the woman herself might fall ill. (I might note that 
a prayer to Allah also ensures conception, the mere physical act 
of intercourse is no guararitee). 

From the moment of conception until the last birth pang, the 
pregnant woman is especially scnsitive to the evil spirits. Each of 
her actions is carefully watched by them, and should she commit a 
transgression or ignore a restriction, or not constantly invoke the 
power of Allah, retribution will follow as surely as night follows 
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day. Through the actions of the pregnant woman, the evil spirits 
may gain access to her body to effect abortion, difficult or fatal 
childbirth, or imprint lasting negative results on the child. 

During delivery a woman must constantly repeat “ In the name of 
Allah’, or else the evil spirits will exchange her child for one of 
their own. This is a “changeling”. (The description of a 
“ changeling”’ tallies with that of a feeble-minded child or a 
mongoloid idiot. A “ changeling” is not human, and therefore it 
is socially acceptable to let such a child die of neglect or 
malnutrition.) 

The afterbirth contains a powerful force of protection for the 
newly-born child and it must be saved. It may be left attached to 
the child for some hours, or overnight, and it then must be preserved 
in or near the house. Immediately to cut off and dispose of the 
afterbirth is callously to throw away a source of strength that the 
newly-born infant sorely needs. 

Women during menstruation are very dangerous, as they are not 
only impure and unclean but, if not actually possessed by a spirit, 
are certainly facile transmitters of the actions of the evil spirits. 
Accordingly they must be separated from the healthy and, more 
important, kept far from the susceptible (especially the ill and 
women in labour). As an extreme, women during menstruation 
must leave the home and live in a menstruation hut or tent for the 
entire period, returning to their homes only after having been 
purified. (One might speculate on the emotional, social and 
physical salutary effects of these monthly absences.) Or, they are 
permitted to remain in the home subject to numerous restrictions. 
Among other things the menstruating woman must sleep on the 
floor or on a low bed, must have no sex relations with her husband, 
must not even touch him or his bed, and should not prepare any 
meals or enter a home wherein there is an ill person or a woman in 
labour. It is understood that this isolation or these restrictions 
function ideally within the society possessing an extended family. 
The disintegration of the extended family leads to the forced 
abandonment of many of these practices, although not necessarily 
the beliefs and fears. 

On fainting, a person must immediately have his anus closed, as 
this is the “* door of breath ” and an evil spirit can enter and remove 
the unconscious person’s soul. (In Greece it is the custom among 
midwives to blow into the anus of a new-born child in order to 
give it life.) 

It is essential that a person die where he was born and among 
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friends. To die among strangers in a foreign land is to invite the 
evil spirits to play havoc with one’s soul and body. 

The prevention of illnesses to the inner body caused by the evil 
eye, as distinct from the prevention of illnesses to the inner body 
caused by the evil spirits, is based on the principle of misleading the 
evil eye, of deceiving it, and deluding it. The evil eye is a particularly 
feared thing and more than half of all deaths are attributed to it. 
In contrast to the evil spirits which are attracted to the ili, weak, 
aged and children, the evil eye is attracted to the healthy, the 
beautiful, the happy, and children. There is a theory propounded 
by Roheim that the evil eye is an envious eye (** The Evil Eye”’, 
Yearbook of Psychoanalysis, Vol. 9, 1953). Accordingly, the 
entire corpus of preventive measures is based upon the principle of 
not attracting the attention of this envious or evil eye. 

In the Middle East, possessors of the evil eye are primarily women. 
I am unaware of any satisfactory explanation for this singular sex 
speciality. Some hint as to the cause for this sex differentiation 
may be gleaned from an article by Loudon on “ Sccial Structure 
and Health Concepts among the Zulu ” (Health Education Journal, 
Vol. 15, No. 2, 1957). The family is extended, exogamous, 
patrilineal, patrilocal, and polygamy is permissible. Disease in 
this society is caused by the operation of witchcraft or the 
manipulation of supernatural forces. A man can be harmed only 
by the witchcraft or sorcery of someone to whom he is not related 
by blood and who hates him or envies him. In his everyday life 
he is in closest and most constant relationship with members of his 
extended family. The only members of his extended family who 
are not his blood relatives are the women who have married in. 
Furthermore, among the Zulu, it is believed that all women carry 
in them innate, evil powers which are inherited in the female line. 
All women are believed to be actual or potential witches. Thus it 
may be predicted, and found to be true, that those women of the 
household who have been brought into the family as wives are a 
group held in suspicion and regarded as creators of famuiial illnesses 
or misfortune. 

Loudon’s data illustrate how the female sex may logically occupy 
a singular role with specific supernatural powers. Original research 
will be necessary in order to reveal how useful these data are in 
understanding why, in the Middle East, women are the prime 
possessors of the evil eye. 

The young are a particular attraction to the evil eye. Thus 
children, esteemed the greatest of blessings, are kept dirty, ragged 
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and unkempt, particularly when out in public. The child may be 
called “* Oh, Dirty One”, or “ Oh, Evil One” and similar such 
names, in order to disguise the true feelings of the parent. The 
child may be given a false name, and its true name be kept a secret, 
in order that the real name may not be overheard and utilised for 
negative purposes. The child will never be praised in public or 
boasted about ; on the contrary, it will constantly be decried and 
complained about. A male child may be dressed as a girl and 
referred to in the feminine, inasmuch as females have less prestige 
or desirability. All of the above practices against the evil eye are 
especially followed if there have been previous infant deaths in 
the family, or if this is the sole child. To arouse disgust in the eye 
of the beholder is far healthier than to arouse admiration. 

Praise, if given to any one, must be denied or deprecated. 
Questions as to personal or familial health, business, or status 
should be replied to with shaking heads and gloomy predictions. 
Boasting is considered the fool’s way of courting disaster, as is the 
airing of one’s future plans. 

However, concurrent with the above, it is possible to accept and 
give praise or note good looks, good health, or good fortune, if one 
is careful to constantly invoke the name of Allah and/or deny the 
force of the evil eye. 

The Moslem custom of keeping women veiled may have its 
origin in seeking protection against the evil eye of other, less 
fortunate, women, and it is quite possible that the traditional bridal 
veil is a similar protective measure. 

If the evil eye is attracted to someone and desires to work its 
harmful power, knowledge of the personal name of the victim, or 
possession of clippings from his nails or hair, are utilised in the 
concoctions, curses or wishes, and greatly enhance the success of 
the undertaking. Thus, personal names must not be bandied about, 
and nail and hair clippings must be preserved and burnt. 

The evil eye can also poison food and thus the host must always 
serve a guest promptly, and before himself, lest the guest, possessing 
the evil eye, become angry and harm the food. (A Moslem precept 
to this effect reads : “* There are three things in life a man must do 
quickly : marry off a marriageable daughter, bury the dead, and 
feed a guest ”’.) 

Particularly valuable in defence against the evil eye are amulets. 
Blue beads are the most common type and they may be found on 
the person, in the house, or on a dog, horse, cart or automobile. 

These few examples should suffice to illustrate the practices of 
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preventive medicine in dealing with illnesses of the inner body. 
The danger is from evil spirits or the evil eye and they must be 
prevented access to, or interest in, the body. If, unfortunately, 
evil spirits do gain access to the body, or the evil eye does find the 
body interesting and casts its dread influence, and there is resultant 
illness or difficulty, then the practices of curative medicine are 
brought into play. 

I should note that, in these practices of preventive medicine, there 
is not necessarily the clear differentiation between those practices 
against the evil eye and those against the evil spirit, as I have made 
them. To clarify the subject, | have constantly separated the two 
causes of disease and their respective practices, but in actual fact 
there is not necessarily this constant clear division and there may be 
a blending or diffusion of what the evil spirit can effect, the evil eye 
can effect, or what the two together can effect. This blending is 
particularly noticeable when analysing the curative practices. 

As I indicated earlier, the curative practices are recognised as 
being less successful, ultimately, than the preventive practices. 
Therefore, although the curative purpose, officially, is to eject the 
evil spirit which has taken possession of the body or to rid the body 
of the baleful influence of the evil eye, at a deeper level the purpose 
of these curative practices is to comfort the patient and his family 
and to provide emotional, if not physical, rélief. 

Curative practices to evict the evil spirits or the evil eye include 
massages, purgatives, or emetics. Blood letting may be practised 
and perspiration induced. The spittle of a holy man, applied to 
the eyes especially, is considered to be very efficacious. Prayers 
chanted and songs sung on the part of the family, and the constant 
invocation of Allah on the part of the patient, may serve to weaken 
or frighten out the evil. A burning blue rag may be snuffed and 
then smelled to effect the same result, especially during childbirth. 
Charms and holy phrases written on paper may be soaked in a 
liquid which is then drunk to internalise the holy power. The 
patient’s name may be changed in order that the evil spirit may 
somehow be misled and lose the patient, or never find him. The 
family may be called upon to fast or suffer other discomforts, the 
parents to abstain from sexual relations, or members of the family 
to travel on pilgrimage to a holy man, town or locality. There 
may be bargaining on the part of the family, and precious animate 
or inanimate objects may be sacrificed to the evil spirit in order to 
appease, satisfy or sate it. Vows of sacrifice, pilgrimage, servitude, 
deed or dress may be sworn to Allah if he will only exert his power 
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and save the patient. Drastic measures of a painful nature may be 
utilised in order to force out the spirit. A red hot nail may be 
pressed against the abdomen of an infant a number of times to force 
out the evil causing the dysentery, it may be pressed against other 
parts of the skin to evict the evil spirit causing smallpox, or it may 
be pressed against a “ boil ’ under the tongue to enable the baby to 
take the breast. 

This brief list represents some of the formal curative practices in 
treating illnesses of the inner body. These attempts to treat the 
internal diseases vividly illustrate why preventive medicine is 
considered far more important than curative medicine. However, 
within the structure of curative medicine, concurrent with these 
practices, there is the very important task of providing emotional 
comfort and security to the patient and his family. This is an 
extremely significant task and may rank far superior in actual value 
to the patient than the above noted formal curative practices. 

In his visit to the patient and his family the village practitioner 
gives the patient and his family his undivided attention (he is there 
solely for their interests, he is patently desirous of hearing them 
as long as they desire), and he identifies and names the diseases. 
To do this is to immediately define it, circumscribe it, tame it, 
weaken it ; the diagnosis provides the patient with a sense of relief 
that the unknown pain has been mastered and it provides the 
practitioner with a medical treatment. The village practitioner 
then makes a positive prognosis. To pronounce a positive prognosis 
neutralises or weakens the evil forces at work on the ill person and 
promotes and strengthens the assistance of strong or positive forces 
working on his behalf. The sick individual and his family know 
that only direct positive benefits can flow from such a pronounce- 
ment. Certain curative measures are next initiated (smoking, 
drinking, chanting, praying, or other treatments designed as much 
to occupy the thoughts and actions of the patient and his family as 
to eject evil spirits or abate the power of the evil eye). Finally, the 
practitioner leaves a token with the patient (to serve as a tangible 
reminder of his visit, to serve as a symbol of the tremendous forces 
at work in defence of the patient, to serve as a sign of future life 
and health). 

The patient, recipient of this rich fund of strength, is emotionally 
able to endure the physical discomforts during the official course 
of curative treatment, and is mentally prepared for possible death 
should the treatment not succeed. 

By not succeeding, I mean not succeeding in its official avowed 
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purpose—the ejection of the evil spirits or the evil eye. To succeed 
means literally to have removed the evil eye or the evil spirit from 
the body. If the patient should die then it was because the patient 
or his family had, consciously or unconsciously, committed such 
offences in attracting the evil eye or permitting evil spirits to enter 
the body that no power was able to thwart the evil and save the 
patient. 

It is clear that both patient and practitioner operate within a 
cultural framework of knowledge and beliefs that explains their 
respective actions. Within their terms of reference, the patient and 
his family search their thoughts and actions to ascertain how this 
misfortune could have occurred, or by whom it could have been 
effected ; while the practitioner, on the basis of their statements 
and the patient’s complaints, formulates his diagnosis and treatment. 
The success in a certain number of these cases instills in all added 
faith in the system. There are few charlatans or frauds among the 
practitioners, and few cynics or sceptics among the patients. 


Summary 

This paper has indicated the depth and extent of preventive and 
curative medicine in the Middle East culture pattern through an 
analysis of its medical philosophy, concepts, and practices. The 
philosophy is an all-embracing one, providing for every illness and 
injury an aetiology, treatment and prevention. The two basic 
concepts necessary to the execution of this philosophy are animism 
and animatism. In the Middle East the former is the belief in the 
existence of evil spirits and the latter is the belief in the existence 
of the evil eye. It has been emphasised that one must distinguish 
between injuries affecting the external body and illnesses affecting 
the internal body. For the former the orientation,is generally 
toward objective treatment, while for the latter the orientation is 
toward subjective treatment. It is when dealing with the unknown 
and the mysterious that the belief in the evil spirits and the evil 
eye takes precedence and prominence. The accent is on curative 
medicine when treating injuries to the external body, while for 
illnesses to the internal body the emphasis is on preventive medicine. 
Finally, the various curative and preventive practices are discussed 
as the logical expressions of the delineated medical system. 
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He AND Sue, by Kenneth C. Barnes. 
(Darwen Finlayson Ltd. 1958, 
Pp. 207. Price 10s. 6d.) 

YoutH Looks ToOwarRD MArRrIAGF, 
by David R. Mace. (Darwen 
Finlayson Ltd. 1958. Pp. 126. 
Price 7s. 6d.) 

So many best-sellers on sex and 
marriage for the American youngster 
seem to find their way across the 
Atlantic that it is refreshing to discover 
two new books written by English 


authors for bovs and girls in this 
country, and likely to become best- 
sellers too. 

He and She, by Kenneth Barnes, 


intended primarily for older boys and 
young men, is a brilliant piece of 
writing which maintains throughout 
that delicate balance without which a 
book of this sort either fails to meet the 
real needs of young people or is just 
plain prissy. Into its 200-odd pages, 
from chapters on the physiology of sex 
to those dealing with emotiona! and 
psychological factors in_ relations 
between the sexes, is written a warm 
and compassionate understanding of 
young people which doesn’t presume 
to tell them how to be good, yet which 
can hardly fail toinspire. In particular, 
the two chapters on Thinking about Sex 
show a rare understanding of growing 
boys, and the author’s keen insight is 
perhaps nowhere better revealed than 
in the chapters Understanding Girls and 
Making Friends With Them. Indeed, 
anyone with responsibility for young 
people will find these chapters immensely 
useful, and the book as a whole can be 
safely commended also as a guide to 
all who are trying to teach or help young 
people. 

The book is, however, written in 
language which is likely to limit its 
readers to more intelligent youngsters, 
and David Mace’s Youth Looks Toward 
Marriage, in popular style, may there- 
fore be more widely read. This is 
another first-class book of its kind, 
covering much the same ground in 
about 120 pages, written for boys and 
girls alike and full of good common- 
sense. If anything, the book probably 
attempts too wide a canvas for its 


size and perhaps for this reason the 
chapters on Boy/Girl Relationships and 
Courtship and Engagement appear 
rather thin. Writing from many years 


experience in this field, the author 
manages to combine realism with 
idealism, and a slightly patronising 


paragraph which creeps in here and 
there is but a minor blemish in this 
attractive little book. 

ALAN H. B, INGLEBY. 


MARRIAGE, SEPARATION 
by H. B. Grant. 
Ltd. 3rd ed 
Price 8s. 6d.) 
This excellent and informative book 
should be essential reading for all 
about to contract into marriage or to 
contract out of it 
What should first be recommended 
considering the enormous and very 
complex subject matter covered—is the 
conciseness, clarity and simplicity of the 
author's style. Surely it is a task of 
near genius to bring the Marriage and 
Divorce Laws of this country within the 


AND DIVORCE, 
(Stevens and Sons 
1957. Pp. 15] 


comprehension of all but the most 
illiterate. Added to this the author's 
wry humour and his illustrative ex- 


amples of marital problems of all kinds 
increase not only the appeal but the 
concrete usefulness of his book 

An introduction on the various 
impediments to marriage and a brief 
section on breach of promise is followed 
by a carefully detailed guide to getting 
married. Banns and licences and their 
importance are explained—as are the 
requirements of the different religious 
denominations. The best man and the 
wedding ring, we learn, are “* legally 
superfluous *’. 

There follows a most useful chapter 
on the relationship between husband and 
wife from the legal point of view. Such 
topics as the ownership of the matri- 
monial home, the husband's duties of 
maintenance, the wile’s right to pledge 
her husband’s credit, the married 
woman’s position in iaw and questions 
of housekeeping money, earnings, wills 
and inheritances are dealt with clearly 
and succinctly. What might have been 
a mere catalogue of legal formalities is 
enlivened by “ case history * examples. 

More complicated and, of course, 
more depressing, is the chapter devoted 
to legal separation. Wisely the author 
recommends anyone contemplating this 
to seek appropriate legal advice. He 
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lists the various grounds upon which 
Separation can be sought—cruelty, 
adultery, desertion, neglect to maintain, 
habitual drunkenness. In _ discussing 
these he stresses the manifold difficulties 
and complications attendirg the defini- 
tion of some of these terms—for example, 
cruelty, mental and physical. It is here, 
one feels, that so much remains to be 
done to reduce the vagueness that 
surrounds the subject of cruelty. 
Physical violence might be a compara- 
tively simple matter—but what of the 
equally vicious suffering that marriage 
partners can inflict on each other without 
a blow being struck 

Legal separation, one gathers, is 
almost as complex a business as divorce, 
and those considering it—on whatever 
grounds—would be well advised to give 
very careful study to the somewhat 
tortuous conditions and qualifications 
surrounding it. 

Possibly because greater public at- 
tention has been given to them the 
various grounds for divorce—and their 
application to various types of marriage 
problems—seem, paradoxically, 
tively simple and straightforward. 

Each ground for divorce is dealt with 
separately—as are the subjects of 
** condonation, connivance and 
collusion” and the “ discretionary 
bar”’’. Again the whole subject is 
made clearer by the author’s examples. 
The procedure of divorce is given and 
mention is made of the activities and 
purpose of the Queen’s Proctor. There 
is a discussion on the custody of children 
and the question of damages and costs. 
As regards the latter, it does seem that 
the husband comes off worst, as he is 
liable for all his wife’s costs if she 
succeeds in her petition against him and 
for a large part of them if she does not 
succeed 

The last subject to be dealt with is 
nullity of marriage, which includes a 
discussion of impotence, the practice of 
contraception and what, from the legal 
point of view, constitutes the con- 
summation of marriage. There is a 
useful appendage, containing specimen 
separation and divorce agreements. 

Our marriage and divorce laws have 
been much maligned. Yet when one 
knows what those laws really are—as 
one does after reading this book—one 
feels that, despite some undoubted 
anomalies, those laws are neither as 
stupid or reactionary as some would 
have us believe. It cannot be easy to do 
what the law has to do—and that is to 


rela- 


hold the scales of justice in its hand and 
balance on the one side the idea of 
marriage as “ the voluntary union for 
life of one man and one woman to the 
exclusion of all others” (which is the 
way English law looks at marriage) and 
on the other the misery and frustration 
that arise out of human frailty and 
infirmity. 

Those who seek to reform our laws 
would be well advised to discover first 
exactly what those laws are—and they 
could scarcely do this better than by 
reading this book. They might come 
to the conclusion—as this reviewer is 
inclined to do—that what stands most 
in need of reformation is not the law but 
human nature. 

Eustace CHESSER. 


LeGaL STATUS OF 
(Com 


MARRIED WOMEN. 

sion on the Status of 
Women, United Nations, New 
York. 1958. Pp. 103. Price 5s.) 

This is a report which calls for close 
study, especially by the women’s 
organisations who, through their inter- 
national bodies, have helped to provide 
much of the information here analysed 
and commented upon. 

The Report is divided into three 
parts—({1) Personal rights of married 
women ; (2) Property rights of married 
women ; (3) Civil capacity of married 
women. 

The legal status of married women 
has long been considered by the Status 


of Women Commission. Reports, 
based on material received from 
governments and other authoritative 


sources have been collected by the 
Secretary-General of the United Nations 
for the use of the Commission. This 
material, so informative in so many 
ways, is now published for the interest 
and enlightenment of the public. It is 
a world-wide survey, viewed from many 
angles, and it includes the comment in 
the Introduction that “as far as the 
effects of marriage are concerned, 
unequal treatment is the rule, equality 
being the exception”. It is good to 
learn, however, that “ several organs 
of the United Nations have taken action 
with regard to various aspects of the 
legal status of married women”. The 
Annexe to this valuable survey gives 
the resolutions adopted by the principal 
organs of the United Nations. 
MABEL Rew. 
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ATomic RADIATION DANGERS AND 
Wuat THeEy MEAN TO You, by 
H. W. Heckstall-Smith. (J. M. 


Dent & Sons Ltd. 1958. Pp. 106. 
Price 7s. 6d.) 
Though the ordinary man reads, 


hears and sees a great deal about atomic 
bombs the amount of political and 


philosophical bias that surrounds the - 


subject leaves him with little opportunity 
for acquiring the known facts about 
atomic radiation except through the 
medium of technical papers that are 
beyond his scope. 

The author of this booklet has 
attempted to present his subject at an 
elementary level in popular form 
understandable to those’ without 
scientific training and free from political 
innuendo. It is clearly and simply 
written in a racy and forceful style and 
touches the basic facts of atomic 
radiation both natural and man made, 
including both peaceful and war sources, 
with here and there popping up like 
uncontrollable effervescence an opinion- 
ative comment that adds spice to the 
contents. This is a useful book for 
social workers without a background of 
science training and a helpful aid to 
those others trying to comprehend the 
more scientific advanced articles with a 
background knowledge of physics 
gleaned when the world was younger. 

J. S. G. Burnett. 


Post-Basic NURSING 
PRINCIPLES OF 


EDUCATION. 

ADMINISTRATION 
AS APPLIED TO ADVANCED PRo- 
GRAMMES IN NURSING EDUCATION 
(Prepared by the Florence Night- 
ingale International Foundation 
(1954-7) and published by the 
International Council of Nurses 
(1957). Vol. I, Pp. 112, price 25s 
Vol Il, Pp. 74, price 10s.) 

This is a valuable piece of work based 
on the replies to a questionnaire which 
was sent to 225 post-basic nursing 
schools in 29 countries. The results of 
the inquiry are published in two 
volumes, the first of which contains 
comment on the responses and the 
second the detailed analysis of the 
information received and classified. 

Volume I is of value to all those 
nurses concerned with the adminis- 
tration and organisation of advanced 
courses of post-basic study. Following 
on an introductory section concerned 
with international cultural, social and 


economic factors which must be 
considered when planning advanced 
programmes, the main work forms a 
useful guide to administration which 
can be applied in all countries 
Each chapter deals with a particular 
principle of administration, first 
outlining the principle itself, then 
applying it to advanced programmes in 
nursing education, and including in the 
discussions comments on the replies 
received from the schools participating 
in the survey. The Appendices include 
a copy of the questionnaire used, a 
somewhat formidabie document 
covering every aspect of the subject, 
but leaving room for a subjectivity in 
the replies which might well lead to 
misunderstandings regarding the state 
of affairs in individual schools. 

Volume II deals with the data 
collected and presents it in the form 
of tables, fully interpreted in the text 
An outline of the main problems of 
administration described by the 
respondents is also given. A _ partic- 
ularly interesting aspect of the analysis 
is the division of the participating 
institutions into three main groups: 
the North American Countries, the 
European Countries and the Other 
Countries, thus allowing a_ broad 
comparison of the general application 
of the principles of administration. 

The work was undertaken by the 
International Council of Nurses at the 
request of World Health Organisation, 
and they are to be congratulated on the 
lay-out of their text and the clarity 
which in particular is characteristic of 
the guide to administration of schools 
This might well be used for the purpose 
of evaluating the administration and 
organisation of existing schools, as 
well as in the preparation of new ones 

E. O'CONNELL. 


ANTENATAL ILLUSTRATED, 
Dick-Read. (Heinemann. 2nd ed 
1958. Pp. 56. Price 4s.) 

The second edition of Antenatal 
Illustrated is brighter and glossier than 
the first. It is marred by an excessive 
use of capitals and italics and too large 
a proportion of its 56 pages is devoted to 
advertisements for clothing designed by 
the author and for his other publications. 
In other respects it is a clear, dogmatic, 
well illustrated account of the processes 
of pregnancy and labour and of 
Dr. Read’s well known methods of 
relaxation and breathing. 


by Grantly 


A.RYLE. 
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Doctors TO THE WorLD, by Murray 


Morgan. (The Viking Press, 
New York. 1958. Pp. 271. 
Price $5.00). 


This is a fascinating book for all 
interested in health education. The 
author travelled 28,000 miles from the 
villages of Mexico to the Amazon 
jungle, from the high plateaux of the 
Andes to the wilds of Africa. He gives 
a vivid description of what he saw of 
the health problems of underdeveloped 
countries and how members of W.H.O 
teams are Struggling valiantly to over- 
come them. 

In each area he selects one project, 
introduces the colourful personalities 
embarked on it, and gives revealing 
and at times even thrilling sketches of 
both the work in the field and the 
assistance given by headquarters. Cam- 
paigns against malaria, kwashiorkor, 
rabies, yellow fever, bilharziasis, yaws 
and leprosy, all have a prominent place 
in the book. 

Apart from his lively anecdotes the 
book is gripping when he describes the 
symptoms and development of the 
various diseases and the measures of 
dealing withthem. Although a layman, 
the author has successfully presented 
the essential scientific background in a 
very readable manner, rarely descending 
into “* journalese ™ 

Most absorbing are the graphic 
accounts of the prejudices and opposition 
of the local populations against modern 
scientific medicine, and the ingenious 
methods contrived to dispel them. As 
health educationists we can learn a 
great deal from their successes and 
failures. 

The book is well produced, has 
admirable photographs, and is written 
with great sympathy for the suffering 
peoples of the world to-day. 


S. Lerr. 
THE SURGEON’s TALE, by Robert G 
Richardson. (George Allen and 
Unwin Ltd., 1958. Pp. 256. 
Price 25s.) 


This is the story of surgery during 
the last 100 years, told for the reader 
with no medical background. It was 
found necessary to introduce certain 
medical terms and their meaning is 
explained in a glossary. The first 
chapter dwells on the difficulties with 
which the early surgeons had to contend, 
summed up in three words— 


How 
the gentle 


haemorrhage infection and pain. 
the situation has changed : 
modern technique with meticulous 
haemostasis, the introduction of anti- 
biotics, and the development of modern 
anaesthesia have effected a surgical 
revolution. The way in which abdom- 
inal surgery progressed is a fascinating 
Story in itself, and many distinguished 
names are recalled. Billroth rightly 
receives special mention with his list of 
successful “ first operations, and who 
lives on in the special gastric operations 
which bear his name. It is pleasing 
to read again of Ernest Miles, who 
conceived and executed the world 
famous abdomino-perineal excision of 
the rectum for cancer. A chapter is 
devoted to Bladder Stones, and it is of 
interest to note that Samuel Pepys was 
“* cut for stone *"—an ancient operation. 
The way in which appendicitis emerged 
from obscurity is nicely told. A period 
of military service was necessary in the 
training of a surgeon before the 18th 
century, and consequently many famous 
doctors were military surgeons and war 
has provided a stimulus to surgical 
advances. Military Occasions ™ 
forms the theme, therefore, for one 
chapter, where attention is also rightly 
drawn to the courage, energy and love 
for humanity of Florence Nightingale. 
Thus the author leads us on to a 
recital of the evolution of heart surgery 
and the final contemplation of the 
inexhaustible future, with important 
unsolved problems like cancer and the 
healing of wounds to engage our 
attention 

The book is illustrated, and a biblio- 
graphy and index of personal names are 
appended. It is indeed an interesting 
Story told in a most attractive manner. 

RONALD W. RAVEN 


Juniors, by George H. Pumphrey 
(E. and S. Livingstone Ltd. 1950 

Pp. 162. Price 8s. 6d.) 
Although Juniors was written eight 
years ago, the story it relates is as true 
now as then. This book has certainly 
stood the test of time; it has not, 
however, had the popularity it deserves. 
Is it possible that with a new cover, 
title, and translation into fiction it 
would win the acclaim it should have ? 
The author has been sincere and 
straightforward in his presentation, and 
the reading is stimulating and of great 
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interest. Every parent and _ teacher 
should read this book if he is to be 
truly responsible to and for the children 
in his care. After reading every 
chapter, each of considered merit, one 
feels the glow of agreement. If you are 
concerned with the education and care 
of children, try to read this compre- 
hensive book. 
D. L. Porter. 


Tue Scrence oF Lire AND LetsurRe, by 


J. H. Pheasant and S. J. Parkin 
(Allen and Unwin Ltd. 1958. 
Pp. 228. Illus. Price. 8s. 3d.). 


This book completes a series of four 
Secondary School Science textbooks, 
and is planned for the work of the last 
year. ‘The first book for the first year, 
How we learn about the World around us, 
gives a review of the nature of matter 
and of our senses. In the second book 
the story is taken to a more advanced 
Stage, including a consideration of the 
environment in relation to Man 
This book is entitled The Science of our 
Surroundings. In book three, Our- 
selves and Science, mention is made of 
the structure of matter, human physi- 
ology and food. 

The Science of Life and Leisure is 
planned in sections rather than chapters, 
and explanations are given about public 
health and bacteria, heredity, the 
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BoNES AND Joints (Sc. 189), Tue 
RESPIRATORY ORGANS (S¢ 190), 
Muscies (Sc. 191), THe DiGesTive 
Orcans (Sc. 192), FUNCTION OF 
THe Liver (Sc. 193), THe Circu- 
LATORY ORGANS (Sc. 194), Tut 
Nervous System (Sc. 195), Toucn, 
TASTE AND Vision (Sc. 265), SMELL 
AND HEARING (Sc. 266), CELLS 
AND Tissues (Sc. 293), THE BLoop 
(Sc. 294). (Produced by Edita 
Films of France. Distributed by 
Gaumont British Film Library 
Price 27s. 6d. each strip). 

This series of colour filmstrips on 
human anatomy and physiology has 
been made by Edita Films of France. 
Each filmstrip has an excellent hand- 
book of teaching notes and suggestions, 
which will be found most useful in the 


production of energy (including atomic 
energy), textiles and photography. 
Good suggestions are made for practical 
and field work and references of films 
and books are complete and up to date. 

This book and its companions, with 
an interested and skilled teacher, will do 
much to stimulate young people to 
acquire simple scientific method, skills, 
interests and enjoyment from some 
aspects of life and leisure. 

D. L. PORTER. 


You Yourse.r, by Amabel Williams- 
Ellis. (Blackie. 1957. Pp. 64. 
Illus. Price 3s. 3d.) 

This little textbook is the third in a 
series of six intended for the top classes 
in a primary school. It is hoped that 
they will be a preparation for later 
technical and scientific teaching. 

You Yourself is concerned with the 
child’s own development and health, 
and is written clearly with good 
illustrations. The author’s approach 
is modern and well-informed, and for 
the middle classes of the primary school, 
or the slower top classes, this book will 
be useful as a reader, or for the library 
shelf. 

This series is helping to satisfy the 
need for good, accurate, scientific 
reading in the classroom. 

D. L. PorTer. 


preparation, screening and discussion 
of the topic. 


For a_ reasonably comprehensive 
study of physiology these strips are 
excellent. The colour is generally good, 
but with perhaps too many tones 


tending towards the realistic rather than 
the explanatory. 

The frames, whether photographic 
or diagramatic, follow logically, and 
are accurate and generally clear, some 
frames being repeated at the end for 
revision purposes. tet 

The distributors suggest the age 
group of 13 years upwards for this 
series, and although this depends on 
the student and the demonstrator, most, 
I feel, should be used two years later, 
as the illustrations are fairly technical 
and detailed. 

D. L. Porter. 
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New playing cards 


‘** DIET WITHOUT TEARS” 
devised by 
IRIS HOLLAND ROGERS 
and produced by 


The Central Council for Health Education 
for 
The British Diabetic Association 
A new and or'* .4i ype of visual aid for diabetics and those 


wishing to reduce -veight. The cards can be used for many types 
of games and should prove invaluable in helping those who find 


Fic ‘ : 
it, difficult to assimilate details of diet and varying food values 


Food exchanges have been checked and approved by the 
Physician in Charge of a Diabetic Clinic and the Dietician of a 
London hospital. 


In three languages : ENGLISH — FRENCH — GERMAN 


Price : 4s. 6d. per pack (post free in U.K., overseas postage extra 


Reduction of 2d. per pack on orders of 12 packs or more. 


Obtainable only from 
THE CENTRAL COUNCIL FOR HEALTH © DUCATION 
Tavistock House, Tavistock Square, London, W.C.1. 


(to whom all cheques and postal orders should be made out) 











Printed in Great Britain by iF 


wdison & Co. Ltd., Middlesbrough & London 





